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ABSTRACT  
Traumatic events have deleterious effects biologically, emotionally, socially, and 
cognitively. Events may include violence, neglect, and abuse and are best understood 
through a lifecourse perspective. Preventable and treatable, traumatic exposure promotes 
the development of trauma symptoms including avoidance, hyperarousal, increased fear, 
intrusive experiences, and aggression/violence. Trauma symptomology is thought to be 
an underlying cause of child maltreatment and intergenerational cycles of abuse/neglect. 
Traumatic symptoms may interfere with the ability to work, function, and care for young 
children and may accompany a Post-Traumatic Stress Disorder (PTSD) diagnosis. 
 Although these experiences are known to be harmful, little research has focused 
on experiences of mothers involved in the child welfare system with young children (< 5 
years). Subsequently, this study explored maternal experiences of trauma whilst 
calculating one of the first PTSD estimates. Types of trauma exposure, age of exposure, 
and event details were explored alongside history of substance use, domestic violence, 
and mental illness. Trauma symptom type, severity, and frequency were assessed. 
Utilizing adult attachment as a partial mediator, relationships between trauma exposure, 
trauma symptoms, and parenting were examined.  
Supported by a university-community collaboration within the Safe Babies Court 
Teams Program in Maricopa County, Arizona, this study is exploratory and cross-
sectional. A convenience sample of child welfare involved mothers (N = 141) with young 
children were recruited who were new clinical intakes with open court dependencies. 
Data on child/adult traumatic events, trauma symptoms, adult attachment, and parenting 
were collected. Results indicated high rates of complex/chronic trauma, specifically 
ii 
domestic violence and physical/sexual abuse. Mothers experienced higher than average 
childhood adversity/emotional abuse with significant overlap between trauma exposure 
and reduced mental health. PTSD rates ranged from 35-39%. Adult attachment did not to 
mediate trauma on parenting behaviors however strong and significant direct effects were 
found. Insecure-disorganized and insecure-resistant were the most dominant attachment 
styles.  
Overall, these findings indicate the complex lifecourse nature of trauma exposure 
and the need to pay special attention to mental health and domestic violence histories in 
child welfare involved mothers of young children. Implications for social work practice, 
policy, and research are presented and provide impetus for continued future work.  
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CHAPTER 1 
INTRODUCTION 
Trauma is the direct and/or indirect exposure, witnessing, or recounting of a 
situation marked by experiences of “death, threatened death, actual or threatened serious 
injury, or actual or threatened sexual violence” (American Psychiatric Association, 2013, 
p. 463). Mothers with child maltreatment histories themselves, as well as families with 
multigenerational child welfare involvement are likely to have rich trauma histories and 
are likely overrepresented in the child welfare system. Child welfare involvement occurs 
when parents, in this study mothers, incur a report alleging child maltreatment in the form 
of physical abuse, sexual abuse, emotional abuse, and/or neglect. Although past research 
has found a significant relationship between increased traumatic event exposure and 
increased involvement in social service systems, work specific to the child welfare 
system is largely absent (Belsky, 1993; Wulczyn, Ernst, & Fisher, 2011; Young, Boles & 
Otero, 2007). Despite this gap, prior work with related samples of mothers has found 
complex trauma histories, multiple instances of traumatic exposure, reduced social 
support, and significant impairments to functioning, parenting, communication, 
employment, housing, and information processing (Ammerman, Putnam, Bosse, Teeters 
& Van Ginkel, 2011; Carlson, 1997).  
Mothers with trauma histories are more likely to have increased frequency, 
chronicity, and severity of trauma symptoms and a higher overall chance of meeting the 
clinically significant criteria for Post-Traumatic Stress Disorder than mothers without a 
history of trauma (Belt, Kouyo, Flykt, Punamaki, Biringen & Tamminen, 2013; Geiger, 
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Schelbe, Hayes, Kawam, Katz, & Kilka, 2015; Osofsky, Osofsky, & Bocknek, 2012; 
Renner & Slack, 2006; Robby & Anderson, 2011). Post-traumatic stress disorder (PTSD) 
represents a clinical threshold of marked and significant impairments to functioning and 
quality of life as a result of traumatic events. Parenting, and more so early parenting, is a 
time of immense stress and for mothers with traumatic histories, specifically originating 
in childhood, becoming a parent can act to trigger traumatic symptoms (Briere & Scott, 
2014, 2012; Friedman, Keane, & Resick, 2007; Ogden, Minton, & Pain, 2006). Most 
concerning are the harmful effects of maternal trauma on young children: specifically the 
reduction of parenting ability, decreased capacity for caregiver bonding, and overall 
increase risk for child abuse/neglect (Harden & Whittaker, 2011). Further, an inverse 
relationship between child age and maltreatment risk exists: risk of maltreatment is 
higher in younger children as they are unable to protect themselves from harm 
(Wildeman et al., 2014).  
Aside from biophysical weakness, young children are in a precarious position 
specific to emotional, relational, and cognitive development (Children’s Defense Fund, 
2014; Ross & Fuertes, 2010). The first five years of a child’s life represent periods of 
rapid brain growth whereby skills in communication, problem solving, relationship 
building, and executive processing are founded (Debellis, Hooper, Wooley & Shenk, 
2010; Holt, Buckley, & Whelan, 2008). As such, events that occur during these years are 
predictive of not only adult functioning but adult mental health, physical health, and later 
parenting behaviors (Chapman, Whitfel, Filetti, Dume, Edwards, & Anda, 2004; Dixon, 
Browne, & Hamilton-Giachritsis, 2005). Together, the expected higher risk for PTSD 
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along with the increased chance of child maltreatment necessitate the importance of 
examining trauma with mothers of young children involved in the child welfare system. 
Child Welfare and Young Children 
For young children aged 0-5 [young children], national and state child welfare 
statistics are alarming (Child Welfare Information Gateway, 2014; Federal Interagency 
Forum on Child and Family Statistics, 2012; O’Hare, Mather, & Dupuis, 2012; Wulczyn, 
Ernst, & Fisher, 2011). Nationwide, young children (< 5 years) , are at five times the risk 
of experiencing poverty when compared to their peers aged 6 and older, representing 
22.5% of the child population (Child Trends Databank, 2014a; Children’s Defense Fund, 
2013; U.S. Department of Health and Human Services, 2014a/b). Recent 2013 data find 
that in Arizona, poverty among young children was higher than national rates at nearly 
29% (Annie E. Casey, 2015; Casey Family Programs, 2010; U.S. Department of Health 
and Human Services, 2013a). A recent analysis of state by state differences (O’Hare, 
Mather & Dupuis, 2012) noted that out of 25 indicators comprising seven distinct 
domains, Arizona was one of the five worst states for overall child wellbeing (ranked 46th 
out of 50) with 30% of families of young children both low income and fully employed 
(Annie E. Casey, 2014; Child Trends Databank, 2014b).  
Nationally, it is estimated that 36.3% of young children will experience at least 
one form of adverse experience and 5.2% will experience three or more such experiences 
including abuse, violence, and neglect (Anda, 2007; Child Trends Databank, 2013a; U.S. 
Department of Health and Human Services, 2013a). Also estimated, 13% of young 
children will experience an instance of physical assault by the time they turn five (Child 
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Trends, 2013b). Of children ages 2-5, 21.9% will incur 10 or less violent experiences and 
5.4% will incur 10 or more violent experiences (Turner, Finkelhor & Ormrod, 2010). 
These percentages are disproportionate compared to other age categories especially 
considering that they are only for the first few years of life.   
Young children makeup 50% of homeless children residing in shelters (Child 
Trends, 2014a) and 52.5% of maltreatment victims annually. About 25% of new foster 
care entries alone are under the age of one, representing a 6% increase over an eight year 
time period (Wulczyn, Ernst, & Fisher, 2011). Studies have shown that early 
maltreatment and subsequent removal from caregivers/parents is highly predictive 
(Gunnar, Fisher, & The Early Experience, Stress, and Prevention Network, 2006; 
McEwen & Lasley, 2007; Shonkoff, Boyce, & McEwen, 2009) of substantial “delays in 
emotional, social, and cognitive development…[placing the children] at particularly high 
risk for negative outcomes commonly observed among foster children, including school 
failure, drug and alcohol abuse, and criminality” (Wulczyn Ernst, & Fisher, 2011, p. 1).  
Socio-environmentally, experiences of poverty, single parenthood, prenatal and 
antenatal substance use, domestic violence, and prolonged reliance on public assistance 
are risks for maltreatment in young children (Chung, Mathew, Elo, Coyne, & Culhane. 
2007; Kiser & Black, 2005; Ogden, et al., 2006). Apart from the highest maltreatment 
rates, young children also are at the highest risk for unintentional injury, developmental 
delay, and socio-cognitive disability compared to their older peers (Klevens & Leeb, 
2010; Shonkoff, et al., 2011; U.S. Department of Health and Human Services, 2013a). It 
is estimated that at least 36% of young children who are child welfare involved will 
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require developmental early intervention services compared to 13% of the general 
population of the same age not child welfare involved (U.S. Department of Health and 
Human Services, 2005). The approximate total cost of these early interventions services 
is nearly $280 billion annually (Gelles & Perlman, 2012).  
Table 1.1 below contains the most recent data relevant to children five and under 
who are involved in the child welfare system. The data presented represents annual rates 
in both Arizona and nationwide respective to the percentages of young children in, 
exiting, and entering foster care. One can see that, in these areas, Arizona is very similar 
to the nation as a whole (Child Protective Services, 2013). Percentages of young children 
waiting for adoption and who have been adopted are also similar. Child fatality rates 
show that the percentage of children dying every year in situations of abuse or neglect is 
concentrated between the ages of 0-5. This data on child fatalities for young children 
shows Arizona fatality rates lower than national rates (U.S. Department of Health and 
Human Services, 2011a).  
This data demonstrates the vulnerability of this population, children age five and 
younger, and their overall risk for child maltreatment, out of home foster care, adoption, 
and premature death (Cohen, Cole & Szrom, 2011). Overall, young children continue to 
experience the highest rates of child maltreatment, reentry into the child welfare system, 
reoccurrence of child abuse and neglect, poverty, homelessness, and fatal victimization 
compared to any other age group (Child Welfare Information Gateway, 2014; Every 
Child Matters Education Fund, 2012). As a result the findings and implications from this 
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study may be generalizable to contexts outside this Arizona in the promotion of future 
research, evidence based programming, and social work practice across the country.  
Table 1.1  
Child Welfare Data for children 0-5, 2013-2015 
 National1 AZ2 
In Foster Care 40%  45% 
Exiting Foster Care 39% 50% 
Entering Foster Care 48% 42% 
Waiting for Adoption 44% 51.2% 
Children Adopted  57% 57.9% 
Maltreatment Victims 52.5% 48%* 
Child Fatalities 0-5 89.7% 72%* 
1United States Department of Health and Human Services, 2014b; 2013b 
2. Annie E. Casey Foundation, 2014; Arizona Department of Health Services, 2014; United States Department 
of Health and Human Services, Children’s Bureau, 2015; 
*aged 0-4 
Note: total sample size (N) was not provided as this table made use of multiple sources of information. See    
footnotes above. 
Mothers and Trauma 
Studies have speculated as to the importance of trauma in the understanding of 
familial and parenting processes. General associations have been made between child 
maltreatment, compromised parenting, and adult trauma yet little work thus far has 
focused specifically on mothers and their traumatic experiences, parenting practices, and 
attachment profiles. Related work with similar populations (families with domestic 
violence and criminal justice involvement specifically), has found that exposure to 
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traumatic events not only reduces maternal quality of life, ability to parent, work, and 
interact but may be important in breaking cycles of intergenerational maltreatment 
(Friedman et al., 2014; Grella, Lovinger & Warda, 2013; Griffing, Lewis, Chu, Sage, 
Madry, & Primm, 2006; Herrenkohl, Sousa, Tajima, Herrenkohl, & Moylan, 2009; Holt, 
Buckley & Whelan, 2008; Lynch, de Hart, Belknap, & Green, 2012).  
Trauma is not merely detrimental to one’s functioning but is cumulative in nature. 
Exposure to traumatic events increase the chances for additional trauma exposure later on 
in life (Van Der Kolk, 1997). In this manner trauma begets more trauma, 
disproportionately increasing the chances for long term deleterious consequences, in 
addition to repeated involvement in the child welfare system. A comprehensive 
understanding of maternal trauma involves multiple levels of interaction between 
individuals and their systems (Van Der Kolk, 2006), often accompanying detail on 
childhood environment, attachment behaviors, attitudes towards as well as the strength of 
social relationships. In such, trauma is not just an event or series of events but represents 
something much larger: an integrated perspective on human relationships, development, 
and communication throughout the lifecourse.  
A Vulnerable Population 
Mothers with trauma histories may be experience additional stress even more 
when involved in child welfare. Often, the role of the child welfare system includes the 
proscription and oversight of court hearings, scheduled visitation, child health/mental 
health care, parent therapy/education, random parental drug testing, and case 
management services. When placed within these demanding contexts, mothers are 
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increasingly likely to experience negative side effects emotionally, socially, and 
physically (Grella et al., 2013; Griffing et al., 2006; Herrenkohl et al., 2009). 
Such side effects may result from the triggering, or prompted recall of, traumatic 
memories. When triggered, trauma symptoms can take the form of compromised ability 
to function, work, communicate, sleep, and even eat (Herman, 1997). New mental health 
conditions may be induced while existing mental health conditions are simultaneously 
aggravated. Heathy coping mechanisms, and social support networks may be upset and 
overall physical health may decline.  
 Trigging trauma also accompanies the risk of flashbacks, nightmares, social 
isolation, substance use, as well as generalized fear towards others. Relative to mother in 
child welfare, triggers and the resulting coping mechanisms are thought to limit the 
quality/depth of a maternal-child bonds while concurrently increasing the risk for child 
abuse and neglect in young children (Ammerman et al., 2011; Jones & Laliberte, 2010). 
Potentially deleterious byproducts associated with maternal trauma and child welfare 
involvement may be further intensified by policy which leans away from adult services in 
favor of case plans centered on the child only.   
Over the past 20 years, such child-centric policies have decreased the time in 
which children are permitted to stay in foster care before attaining a safe and stable long 
term placement (Moran, 2002; McCombs-Thornton & Foster, 2012; Stott & Gustavsson, 
2010). Such policies have dictated intervention services and prevention programming 
along with rigid, shortened timelines for actual service delivery. This legislation has 
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inadvertently shifted services away from parents without considering trauma history or 
the confluence of trauma symptoms relative to parenting ability.  
Authoritative and punitive child welfare policies may leave mothers with less 
time to address trauma-related issues as well as obtain trauma specific services required 
to effectively parent young children (Moran, 2002; Bailey, Hill, Oesterle, & Hawkins, 
2009; Belsky, Conger, & Capaldi, 2009). Incorporating a deeper understanding of 
maternal lifecourse trauma within existing child welfare frameworks may aid in the 
expansion of effective, evidence based services for vulnerable young children and their 
families.  
Aggravating and Mitigating Elements of Trauma 
Risk factors for traumatic event exposure and the subsequent development of 
trauma symptomology include a history of child maltreatment, community violence, 
domestic violence, poverty, and social isolation. These elements alongside compromised 
mental and physical health increase the risk for reduced functioning, harmful parenting, 
and poor quality of life (Anthony, 1987; Banyard, Williams, & Siegel, 2003; Carroll, 
Gruenewald, Taylor, Jamicji-Deverts, Matthews, & Seeman., 2013; Desmarais, Pritchard, 
Lowder, & Janssen, 2014; Dixon, Browne, & Hamilton–Giachritsis, 2005). Protective 
factors consist of the absence of risk. In this context, the most frequently discussed 
trauma related protective factors include familial stability, ability to meet basic needs, 
safe housing, consistent employment, stable mental and physical health, absence of child 
maltreatment, appropriate response to past traumatic events, and strong attachment to 
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caregivers and parents (Banyard et al., 2003; Li, Godinet, & Arnsberger, 2011; Gore & 
Eckenrode, 1994).  
Theoretical Lens: Attachment Theory 
Important to the understanding of child maltreatment, parenting, and maternal 
expressions of trauma are the concepts of emotional bonding and relational connection, 
often framed via Attachment Theory (Ainsworth, 1978; Bowlby, 1969). Attachment 
Theory describes the dynamic nature of social interactions specific to familial, caregiver, 
and intimate relationships and the profound impact of these relationships throughout the 
lifecourse (Bowlby, 1969; Sroufe, 1988; Tay, 2005). The bonds that humans make and 
the strength/weakness of those bonds determines how people relate to, trust/distrust, and 
communicate with others (Fraley, Waller & Brennan, 2000).   
Attachment theory is predicated on the bonding that occurs specifically within the 
parent-child dyad; previous studies have found that attachment experiences during early 
childhood are critical to later adolescent development and adult health (Baer & Martinez, 
2006; Goldsmith, Oppenheim, & Wanlass, 2004). Early formative relationships begin at 
birth and are correlated with later adult approaches to problem solving, communication, 
as well as parenting style (Anda et al, 2006; Edmiston et al., 2011; Friedman et al., 2007; 
Ogden et al., 2006). Such notions of attachment incorporate social, relational, cognitive, 
and neurobiological theories on development to form the basis for how adults perceive 
themselves as well as how they ascribe value on relationships with others (Ainsworth, 
1978; Baer & Martinez, 2006; Benoit, 2004; Green & Goldwyn, 2002). In such, the 
attachment process profoundly shapes normative interpersonal and intimate relationship 
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expectations, duties, and roles. Certainly a powerful process, attachment patterns are 
adaptive, responding to the social environment in ways intended to promote safety, 
security, and ultimately survival.  
Broken Attachment, Trauma, and Child Maltreatment 
Attachment processes are meant to buffer against potential threats to safety and 
wellbeing, however they become problematic when formed in environments where 
trauma occurs (Benoit, 2004; Fraley et al., 2000). Research has found strong associations 
between childhood trauma and weakened, damaged, and broken attachment trajectories in 
adults (Carlson, Cicchetti, Barnett, & Brunwald, 1989; Fraley et al., 2000; Green & 
Goldwyn, 2002; Main & Salmson, 1986). Specific study with adults has found that 
parents with broken attachment are at an increased risk for having children who too 
develop their own broken attachments (Carlson, Cicchetti, Barnett, & Brunwald, 1989; 
Green & Goldwyn, 2002; Main & Salmson, 1986; Van Ijzendoorn, Schuengel & 
Bakermans-Kranenburg, 1999).  
Initial work in the area of trauma and attachment has suggested that it is not the 
experiences of child maltreatment but rather the manifestation of experiences into trauma 
symptoms that is critical to understanding why parents maltreat their children. Not all 
parents who endure maltreatment will go on to maltreat their own children, yet those 
parents who do maltreat their children are likely to have their own histories of child 
maltreatment. This may suggest that attachment processes are related to intergenerational 
child welfare involvement and are transmitted through experiences and symptoms of 
trauma (Carlson et al., 1989; Green & Goldwyn, 2002; Main & Salmson, 1986; Van 
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Ijzendoorn et al., 1999). Conceptualizing trauma as a root cause of child maltreatment is 
the basis for this study (Belsky, 1993; Osofsky et al.,, 2010; Riggs, 2009; Siegel, 2013) 
and may assist in breaking the cycle of abuse and neglect into the next generation of 
children (Belsky, 1980, 1993; Osofsky et al., 2010; Riggs, 2009; Siegel, 2013). 
Purpose of the Study 
Despite the importance of this topic, little research currently exists with this 
population. Seeking to fill that literature gap, this study examines the relationship among 
maternal life course traumatic events, manifested trauma symptoms, clinically significant 
PTSD, and adult attachment in relation to parenting behaviors. Using a purposive sample, 
this one-group, exploratory, and cross sectional design estimates the rate of trauma 
among mothers of young children, aged 0-5, all engaged in child welfare dependency 
petitions with most referred to drug treatment court.  
The specific exploration of a PTSD rate in this population allows for a 
comparison with similar groups known to be at risk for trauma. Among such comparison 
groups are women and mothers who have co-occurring substance use, mental health, and 
domestic violence histories. As well, part of the purpose of this research includes 
detailing the specific rates, types, and severities of trauma symptoms, and to describe the 
kinds of traumatic event exposure in childhood and adulthood.  
Using mediation as a statistical tool, this study also explores the relationship 
between childhood adverse experiences, adulthood traumatic experiences, adult 
attachment style, adult trauma symptomology and parenting style. Mediators serve to 
assist in the causal explanation of why phenomena occur and in doing so help shape 
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practice, policy, and programming that explicitly target such casual factors to promote 
child safety and family wellbeing (MacKinnon, 2008). By placing adult attachment as a 
partial mediator, the importance of relationships in the development of the trauma 
response can be captured and integrated into the current understanding of trauma 
informed child welfare. 
Arizona Context: Local Developments 
This research makes use of recent developments and changes to the localized 
child welfare system in Arizona that have occurred over the past few years. Research on 
the importance of the first five years of life physically, neurologically, cognitively, and 
socially (Schore, 2001; Shonkoff & Phillips, 2000), has promoted interdisciplinary efforts 
to build developmentally specific prevention and intervention programming for young 
children (Ammerman, Putnam, Margolis, & Van Ginkel, 2009; Appleyard, Belin, 
Rosanbalm, & Dodge, 2011). In this manner, scholars, governmental officials, and 
practitioners alike have joined together to share information, resources, and peer 
networks (Ammerman, Putnam, Margolis, & Van Ginkel, 2009; Appleyard, Berlin, 
Rosanbalm, & Dodge, 2011; Osofsky, 2003). The resulting programs have focused on 
reducing the effects of harmful family environments while concurrently delivering 
developmental early intervention services to at risk young children. One of these 
programs, based in Maricopa County, Arizona was the creation of a child welfare service 
and visitation center named Cradles to Crayons. 
Cradles to crayons. Cradles to Crayons, or C2C, as it commonly known, set out 
to address the complex developmental needs of young children and their families 
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involved in allegations of child abuse or neglect (Maricopa County, 2013). C2C offers an 
array of individualized services to parents and their young children. Operating from an 
integrated trauma informed approach, this center acknowledges the cyclical experiences 
of child maltreatment and the increased risk for traumatic event exposure/symptoms 
experienced by many of the involved families. Based in the Safe Babies Court Teams 
Program, C2C is uniquely housed within the Juvenile County Court, further highlighting 
the interdisciplinary approach to this work (James Bell & Associates, 2009, McCombs-
Thornton & Foster, 2012).  
Originating as a county funded pilot initiative that later attained external financing 
from federal and local grants, C2C has been able to expand to a second center location. 
Not only trauma informed, but community embedded, C2C has formed strong 
collaborations with local agencies, academics, and nonprofits unified in trauma informed 
child welfare prevention. With the capacity to serve about 650 families each month, and 
initial results reporting positive improvements in child welfare outcomes, this location 
was a natural fit for this research (Maricopa County, 2013).  
Due to collaboration with the clinical staff at C2C, study instruments were 
implemented into intake packets beginning in March 2014. De-identified and anonymous 
data were accessed subsequent to Institutional Review Board (IRB) and court data 
sharing agreement approvals in Fall 2014. Eligible participants were mothers of young 
children (aged 0-5) who were involved in the child welfare system in Arizona due to 
allegations of child abuse or neglect and as such involved in C2C service plans. The 
willingness of the clinical staff as well as the system readiness to implement these 
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methods speaks to the timeliness of this study and others like it. The lack of in depth 
study on the traumatic experiences of mothers involved in child welfare, effects to 
parenting ability, and the relationship to adult attachment represents a gap in the current 
body of scholarship, further lending to the impact and innovation of this work.  
Relevance to Social Work  
Considering the new area that trauma and child welfare together comprise, there 
are numerous applications and implications of this research for the field of social work in 
practice, policy, and research. Quite possibly, mothers who have traumatic event histories 
may have their trauma symptoms and memories induced when they interface with the 
social service and child welfare systems (Briere & Scott, 2014, 2012; Roe-Sepowitz, 
Bedard, & Pate, 2007). As a result, these mothers may be communicating, engaging, and 
responding in ways that are partially affected by their own traumatic pasts. Coping skills 
that result from traumatic events, such as substance use, anxiety, and inability to commit 
to case plan services, likely complicate many aspects of social work practice. 
Consequently integrating trauma concepts into social work practice may aid in improved 
intake, assessment, case planning, and service referral processes while also increasing 
rapport and trust with parents at the same time.  
Specific to child welfare, the study of trauma will likely benefit concurrent case 
planning and importantly aide in the determination of child safety, severance of parental 
rights, and/or family reunification. Without an understanding of the trauma histories of 
child welfare involved mothers, social workers may not be able to meet the needs of these 
women in an appropriate manner that mitigates the risks while promoting their strengths. 
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In alignment with the biopsychosocialspiritual and person-in-environment approaches 
that social work is known for, a trauma informed child welfare workforce is one aspect to 
implementing ethical, effective, and evidence based practice.  
Aside from practice implications, policy implications from this work may inform 
future programmatic approaches, calls for funding, parent/family based advocacy, local 
legislative priorities, as well as federal child welfare lawmaking sensitive to the 
lifecourse histories of maternal trauma. Estimated PTSD rates and trauma symptom 
descriptions for this population may assist in the allocation of more time, resources, and 
finances to support effective prevention and intervention efforts balancing the child’s 
safety needs with family reunification/permanency.  
Future research stemming from this work includes continued exploration of 
multigenerational trauma etiology, development of prevention/intervention programming, 
as well as examining the effect of family composition, the social environment, 
health/mental health status, and socioeconomic stability on adult trauma symptomology. 
Finally, given the utilization of attachment theory and the noted importance of 
relationships with respect to trauma, future research will perhaps focus on deepening how 
attachment and bonding are affected by traumatic events as well as ways to mend/repair 
broken or weakened attachments so as to improve quality of life, parenting ability, and 
functioning.  
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CHAPTER 2 
LITERATURE REVIEW 
Specific examination of maternal trauma, trauma symptomology, and the effects 
on parenting has been conducted primarily in the areas of mental health and substance 
use over the past decade. Studies have found that mothers with traumatic event histories 
are prone to increased trauma symptom severity, increased rates of domestic violence, 
substance use, mental illness, poverty and social isolation when compared to other at risk 
groups as well as the general population (Berlin, Appleyard & Dodge, 2011; Fong, 
McRoy, & Hendricks, 2006; Webb, 2013). Furthermore, these trauma related co-
occurring behaviors and circumstances interfere with the ability to parent and form secure 
attachments with young children (Bailey et al., 2009; Friedman et al., 2007; Guimond, 
Stander & Merrill, 2010). Subsequently, trauma is best conceptualized from a cumulative 
lifecourse perspective. Such a lifecourse understanding of trauma aids in the exploration 
ofhow childhood and adulthood adverse experiences impact functioning and wellbeing 
over time. 
Previous research on trauma and parenting has left a gap in the study of maternal 
trauma and child welfare involvement. The purpose of this research that focuses solely on 
child welfare involved mothers of young children is to address that gap. To provide 
context for this work, first an in depth definition of trauma and the neurobiology of 
trauma in the development of Post-Traumatic Stress Disorder (PTSD) is provided. 
Symptomology in relation to proximity of the traumatic events are discussed alongside 
PTSD estimates from studies with comparable populations. Methods, findings, 
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limitations, and implications of the existing research are presented. Finally, the 
connection among maternal trauma, child welfare involvement, and parenting is explored 
through the lens of attachment theory.  
Trauma 
Trauma, an episode or series of devastating biological and psychological events, 
is marked by a set of responses and symptoms that may result in severe impairments such 
as “intense fear, helplessness, and horror” (American Psychiatric Association, 2013, p. 
467) and even persistent states of terror (Kaitz, Levy, Ebstein, Raraone, & Mankuta, 
2009). Typically, a traumatic event is defined in terms of a threat to one’s life, threat of 
serious injury, or threat to a loved one (American Psychiatric Association, 2013). 
According to the most recent version of the Diagnostic Services Manual (DSM-V) 
(American Psychiatric Association, 2013), potentially traumatic events can include war, 
physical assault, robbery, kidnapping, torture, severe car accidents, illness, and/or sexual 
and physical abuse.  
The DSM-V outlines the diagnostic criteria for Post-Traumatic Stress Disorder 
(PTSD) and in doing so conceptualizes the etiology of trauma partially by duration, 
intensity, and the frequency of symptoms (Briere & Scott, 2014). The development of a 
traumatic experience into manifested symptomology negatively affects functioning, 
health, and quality of life (American Psychiatric Association, 2013; Felitti, 2002) with 
recent research examining the brain and its role in the etiology of trauma. 
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The Neurobiology of Trauma 
A recent addition to the subject of trauma is the study of neurobiology and the 
brain. This literature aids in not only understanding the structure of the brain but the ways 
in which it operates under stress (Hanson et al., 2014; Steckler, Kalin & Reul, 2005). 
Reactions to stress, adversity, and traumatic events, terms often used interchangeably, are 
effectually preprogramed into the human genome. These reactions, which are responses 
to external stimuli, are evolutionarily rooted in the fight, flight or freeze survival 
mechanisms of the nervous and limbic systems (Glaser, 2003; Kotulak, 1997; Schore, 
2001).  
When placed in a situation where there is a threat to life or limb, there is a natural 
secretion of neurochemicals and hormones that are meant to get one to safety and away 
from harm. These processes are commonly deemed homeostasis (regulatory processes of 
balancing the internal state with the external environment), and allostasis (maintaining 
stability of the stress response system) (Friedman et al., 2007; Gunnar & Quevedo, 2007; 
Perry, Pollard, Blakley, Baker, & Vigilante, 1995; Perry, 2009).  
Infrequent disruptions to homeostasis and allostasis accompany a release of 
chemicals that are not necessarily harmful nor long lasting. The body is able to process 
the chemicals and attain normal functioning and stability relatively easily. The problem 
therein occurs when traumatic experiences go from rare occurrences to regular 
experiences over a prolonged period of time. Consistently over utilized stress responses 
act to create changes in the biological functioning of the body and may be passed down to 
future offspring during reproduction (Lannert et al., 2014; Tsankova, Renthal, Kumar, & 
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Nestler, 2007). These genetic, or epigenetic, manifestations in response to the social 
environment are commonly captured by the phrase “states to traits” (Friedman et al., 
2007; Gunnar & Quevedo, 2007; Perry et al., 1995; Perry, 2009).  
States to traits. As chronicity of trauma increases, so does the impact on overall 
functioning. Reactions to trauma are intended to be defensive and self-protective; when 
repeated these responses may actually be conditioned default ways of operating (Buffone 
& Poulin, 2014; De Kloet, Joels, & Holsboer, 2005). Furthermore, over time as trauma 
response systems are repeatedly activated, like a muscle, they become stronger, more 
dominant, and respond at a much quicker pace when engaged.  
With ever increasing efficiency, continued triggering of traumatic responses 
equates to persistent strengthening of learned coping skills through well-worn chemical 
pathways: the more these chemical feedback loops are triggered the more easily they can 
be triggered in response to a lesser and non-threatening stimulus in the future (Gunner & 
Quevedo, 2007; Tsankova et al., 2007). Throughout life, such worn chemical passages 
become overused; corrosion in the neuronal connections has been previously observed as 
a result (Bremner, 2006; De Kloet et al., 2005; McEwen & Gianaros, 2011; Sachs et al., 
2013; Schwabe, Joels, Roozendaal, Wolf, & Oitzi, 2012). 
In adults such corrosion is associated with malfunctioning within the 
cardiovascular and endocrine systems as well as disrupted communication between the 
hemispheres in the brain. Disruptions to heart rate, blood pressure, blood sugar, and 
metabolic processing are common in those with chronic trauma histories (Bremner, 2006; 
De Kloet, Joels, & Holsboer, 2005; McEwen & Gianaros, 2011; Sachs et al., 2013; 
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Schwabe, Joels, Roozendaal, Wolf, & Oitzi, 2012). Consistently triggered trauma 
responses can also lead to insulin resistance, diabetes, heart attack and later heart disease 
(Anda et al., 2006; Balbernie, 2001; Chetty et al., 2014; Shonkoff & Phillips, 2000). Such 
effects and corrosive processes with the move towards default modes of action is the 
essence of “states to traits” (Perry, 2009). 
Overwhelmingly, these responses encourage neural hypersensitivity and 
overcorrection of physical systems while discouraging executive functioning and logical 
processing in the prefrontal cortex region of the brain. With the passage of time, the 
ability to balance neurochemicals and hormones becomes compromised and in doing so 
fuels the development of trauma symptomology in the areas of dissociation, cognitive 
distortions, hypervigilance, as well as emotional numbing. Through the development of 
trauma symptoms alongside a hampered ability to balance neurochemicals, adults with 
lifecourse experiences of trauma are increasingly likely to have anxiety, depression, and 
other related mental disorders (Tsankova et al., 2007).  
As a result, mothers with traumatic event histories may actually have different 
chemical pathways that inhibit the processing of complex communicative thoughts 
crucial to the development of healthy parenting and stress response behaviors. They may 
have reduced health physically and mentally, and they may be more impulsive and less 
stable in making decisions requiring rational thought (Glaser, 2003; Schore, 2001). These 
trauma affected mothers overall may be less able to meet the needs of their young 
children, less able to meet the demands of their child welfare case plan in the allotted 
time, and subsequently be at a higher risk for  child maltreatment and child welfare 
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involvement. In the presence of such persistent impairments to functioning, it is possible 
for mothers with trauma exposure to qualify for a clinical diagnosis of PTSD. 
Post-Traumatic Stress Disorder 
In order to receive a diagnosis of PTSD, significant impairments in the ability to 
work, parent, and function are required. Referred to as functional significance, the degree 
of impairment depends partially on the duration of the event itself. As a result, PTSD is 
generally dichotomized into one of two types: Type I and Type II (American Psychiatric 
Association, 2013) and accompanies a thorough assessment by a skilled mental health 
professional.  
Type I trauma, first introduced into the literature in 1987, is considered to be 
acute consisting of events occurring once over a short time period (Terr, 1988). Type I 
symptom duration is as well temporary, often lasting three months or less (American 
Psychiatric Association, 2013; Friedman et al., 2007). Examples of such events may 
include a horrific weather event or an automobile crash (Friedman et al., 2007). Type II 
trauma, conversely, consists of event(s) that are longer term such as domestic violence, 
child maltreatment, or residing in an unsafe/violent community (Chemtob, Gudino & 
Laraque, 2013). Chronic traumatic events typically last a year or more with symptoms 
lasting more than three months (American Psychiatric Association, 2013).  
Type II trauma as such may occur alongside development during childhood and 
likely contributes to the default patterns of functioning. Although on the outside these 
patterns seem dysfunctional and maladaptive, to the affected individual they are 
completely normative and routine. Areas impacted by Type II trauma can include the 
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sympathetic, parasympathetic, and limbic systems which oversee many bodily functions 
such as hormone balance, immune function, and cardiovascular regulation. The existing 
work on trauma and PTSD alongside newer study of neurobiology together support the 
investigation of maternal trauma and the development of parenting throughout the 
lifecourse with examination of child and adult adverse events.  
Child versus Adult Traumatic Events 
In the exploration of adult maternal trauma, studies distinguish between adult and 
childhood traumatic events and their potential impact physically, cognitively, and 
emotionally. Events that occur at younger ages are associated with increased trauma 
symptomology chronicity, frequency, and severity later in life (Ogden et al., 2006). Initial 
work documenting potentially traumatizing events during childhood, known as Adverse 
Childhood Experiences (ACEs), has focused on the relationship along stress, trauma, and 
later compromised mental health (Anda et al., 2006; Brown, Brown, German, 
Belamarich, & Briggs, 2014; Chapman et al., 2004; Dube, Anda, Felitti, Chapman, 
Williamson, & Giles., 2001). 
The Adverse Childhood Experiences Study. The original ACE study included a 
sample (N = 17,337) of working adults who were members of the Kaiser Permanente 
Health Maintenance Organization (HMO) (Anda et. al., 2006; Dube, Felitti, Dong, Giles, 
& Anda, 2003; Dube, et. al., 2001). Study authors recorded 10 categories of childhood 
stress including histories of domestic violence, abuse and neglect, substance use as well 
as household dysfunction (Anda et al., 2006; Dube et al., 2003; Felitti et al., 1998; 
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Gjelsvik, Dumont, Nunn, & Rosen, 2014). Data were collected via self-report surveys 
over a two-year time period. 
This examination of childhood trauma was the first of its kind, finding about two-
thirds of adults with one childhood traumatic event and one out of five adults with three 
or more childhood traumatic events (M = 2.45). Overall, lifetime prevalence of 
depressive disorders in the sample was about 23%, yet in those with histories of 
childhood abuse the risk of developing a later depressive disorder increased by 3 fold 
(Dube et al., 2001) stressing the vulnerability of child welfare involved samples 
respective to the lifetime development of trauma related impairments. 
Examining the frequency of ACEs, study authors found that more adversity 
equated to significantly (p<.001) higher risks across all domains, “affective, somatic, 
substance use, memory, sexual, and aggression” (Anda, et al., 2006, p. 174). The study of 
frequency and adversity also yielded a graded relationship between early childhood 
trauma and the risk for attempted suicide during adulthood (increase of 2-5 times, 
p<.001) (Anda et. al., 2006). Perhaps most important was the widespread link between 
childhood experiences and later adult health, mental health, and overall quality of life 
(Shonkoff et al., 2011). 
The ACE study found these significant effects in a sample of adults receiving 
employer sponsored health insurance, arguably a privileged group with secure jobs and 
reliable access to both mental and physical health care. The fact that most adults had 
experiences of childhood trauma is noteworthy: it is likely that frequency of ACEs and 
the resulting impact to adults not part of a private healthcare system would be that much 
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more pronounced. Mothers involved in child welfare are overall more reliant on social 
service systems by which to meet their basic needs for shelter, food, healthcare, as well as 
child care (Belsky et al., 2009; Cohen, Hein & Batchelder, 2008). Subsequently, this 
group of mothers is likely to be far less stable when compared to those involved in the 
original ACE study. It is expected that the frequency of ACEs in the sample of child 
welfare involved mothers would be generally much higher.  
Crucial to the study of maternal trauma and child welfare is this understanding 
that most adults experience some sort of adversity during their childhood and that as 
event frequency increases so does the potential for negative impacts. Childhood traumatic 
events in combination with adulthood traumatic events are, in this manner thought to be 
additive (Fisher, Kim, Bruce & Pears, 2012). The connections between early trauma, later 
mental health, and impact to parenting are profound yet not all adults with said traumas 
go on to maltreat their own children indicating an underlying mechanism at work.  
This mechanism for maltreatment may be partially rooted in the chronicity and 
timing of traumatic events as well as the concomitant disruptions to stress regulation and 
cognitive development during childhood. Poor adaptation to stress and the inability to 
form and maintain healthy relationships with others are barriers to the healthy parenting 
of young children, which may place them at increased risk for child abuse and neglect 
(Balbernie, 2001; Felitti et al., 1998; Friedman et al., 2007). An understanding of 
maternal trauma, not only includes the timing of traumatic events but also detail on the 
presence of others involved in the event itself.  
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Event Proximity  
Part of the context of trauma in addition to the chronicity of events is the actual 
proximity, or closeness, to the event itself. Interpersonal trauma, that which involves 
close family members and friends, is thought to have a disproportionate effect on trauma 
symptom severity and PTSD risk. Specifically this strong relationship between maternal 
interpersonal trauma, either past or present, has also been tied to the endorsement of 
negative parenting attitudes and behaviors as well as risk for child maltreatment (Briere 
& Scott, 2012). There is a strong relationship documented between maternal trauma 
which is interpersonal (either in childhood or current) and subsequent negative parenting. 
This may stem from the nature itself of interpersonal trauma which often originates with 
a known and trusted person and often involves force and manipulation (Herman, 1997). 
As a result feelings of shame, guilt and self-blame are common (Belsky et al., 2009; 
Cohen et al., 2008). 
The connection between interpersonal trauma and manifested trauma symptoms 
appears to be related to the presence of others involved in the traumatic event. If a 
traumatic event is specifically perpetuated or worsened by a close and trusted person, the 
resulting sense of betrayal can be devastating (Friedman et al., 2007; Ogden et al., 2006). 
Sometimes referred to as “betrayal trauma,” the closer the offender or offending situation 
is to the affected individual, the more detrimental and lasting the effects are in all 
domains, physical, emotional, and developmental  (Briere & Scott, 2014, 2012; Briere & 
Runtz, 1990, 1988; Hulette, Kaehler & Freyd, n.d.).  
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For example, a longitudinal study from 2003, specifically examining maternal 
depression, complex trauma, and impacts to parenting difficulties (N = 152) helps to 
demonstrate the impact of interpersonal trauma on women and mothers. The sample, 
consisted of mothers from low income areas who were part of a larger long term study on 
the outcomes of child sexual abuse (Banyard et al., 2003). The women involved in this 
sample were all seen at the same hospital before the age of 12 due to reported child 
sexual abuse. A comparison group of women, who visited the same hospital but for non-
child abuse reasons were also recruited. Of that comparison group about half disclosed 
retrospective accounts of child sexual abuse that went unreported. No differences were 
found demographically or on the actual sexual abuse allegations between the two groups; 
these two parties together consisted of the study sample.   
The authors found that higher rates of trauma exposure were associated with 
decreased parenting satisfaction, increased child maltreatment reports, history of child 
welfare involvement as well as endorsement of physical punishment (Banyard et al., 
2003). Adult interpersonal trauma, operationalized as sexual assault, was found further to 
relate to child neglect, child welfare involvement, and lower parenting satisfaction 
(Banyard et al., 2003). Interpersonal trauma, by way of domestic violence, was related to 
all parenting measures and it was noted that the risk for physical abuse increased when 
mothers reported feeling alone and unsupported (Banyard et al., 2003). Neither did 
witnessing violence during childhood or child sexual abuse correlate with parenting 
deficits in this sample.  
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Perhaps most importantly, this study noted the partially mediating role that 
maternal depression has with respect to harmful and abusive parenting. These findings, 
that interpersonal trauma directly effects parenting and that depression partially mediates 
parenting are profound. It is quite possible that trauma symptoms, not childhood history 
of maltreatment, is the key predictor of negative parenting and child maltreatment. This 
may help to explain why some mothers who experience child abuse do not abuse their 
own children: their childhood events did not manifest into trauma symptoms. That said, 
this study is over 10 years old and uses a hospital-based sample; not without limitation, it 
does serve as a foundation for continuing work with casual mechanisms of maternal 
trauma and parenting behaviors.  
Essentially the proximity of the event along with the time frame (childhood or 
adulthood) of the event compound in overall symptom severity (Herman, 1997). Pursuant 
to maternal trauma and child welfare, this understanding helps to conceptualize why 
some mothers are deeply affected by their trauma and some are not. Trauma that is 
initiated early and involves broken trust is likely to produce detrimental symptoms later 
which negatively impact parenting ability and increase the chances for child abuse and 
neglect. The interplay between childhood traumatic events, sense of betrayal, and the 
development of adult trauma symptomology may be contributing factors in the cycle of 
intergenerational maltreatment.  
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Trauma Symptomology 
Trauma symptoms are typically placed into one of four categorizations: 
dissociation, emotional numbing, hyperarousal and disrupted cognition (American 
Psychiatric Association, 2013). Disruptions in sleeping and eating patterns along with 
loss of interest in normal activities and avoidance of social situations are common. 
Formal diagnosis of PTSD requires that individuals experience side effects in one of the 
four categories mentioned below with symptoms lasting longer than one month. 
Furthermore, PTSD symptoms may not fall into one singular category as individuals 
commonly vacillate between hyperarousal and dissociation and may experience all four 
types of symptoms as environments and social contexts change. At this time, specific 
types of symptoms within child welfare involved mothers remain unknown providing 
impetus for this study.  
Dissociation. Trauma symptoms that are dissociative in nature are tied to an 
increase in epinephrine and opioid chemicals in the body. When released, these chemicals 
cause an instantaneous calming sensation that is sometimes described as “checking out” 
(Marysko et al., 2005). Dissociation is thought to mimic camouflaging rooted in primal 
survival mechanisms: affected individuals may freeze in place and stop moving 
altogether. When an object stops moving, a predator may be less likely to see and injure 
(Penzo, Robert, & Li, 2014) increasing the chances of survival.  
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Stopping and not moving provides time to determine if the threat is real and if so 
what action is needed (Read, Perry, Moskowitz, & Connolly, 2001; Read, Fosse, 
Moskowitz, & Perry, 2012). By stopping, sensing, and camouflaging, an individual 
resorts to primitive instincts in an attempt to survive (Rudorf & Hare, 2014). In mothers 
with trauma histories, dissociation may appear in the form of neglect. Mothers may be 
unresponsive to their young children who are then at an increased risk for injury or harm 
as a result.  
Emotional numbing. Related yet distinct from dissociation is emotional 
numbing. Often mistaken for carelessness, ignorance, or laziness, individuals with these 
symptoms may appear listless with little or no affect (Stevens, Ammerman, Putnam, & 
VanGinkel, 2002; Vogel & Marshall, 2001). At its core, emotional numbing is the body’s 
attempt at self-regulation through the release of dopamine and noradrenaline. By 
intentionally inhibiting all emotion, an individual protects herself from abuse, specifically 
if it is verbal or psychological in nature: learning to block all harmful sensory information 
is a hallmark of emotional numbing trauma symptomology.  
Appearing as though she does not care, a mother may be accused of not bonding 
with her child; her communication and eye contact may be blank and devoid of feeling. 
When the child gets upset, she may remain unaffected and may even turn away from her 
child to tend to other things. Seemingly ignoring the child as well as any sort of nearby 
threat, mothers with emotional numbing symptoms may be accused of unwillingness to 
protect or provide for children and are likely to be involved in child welfare as a result. 
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Emotional numbing and dissociation together comprise the “freeze” part of the “fight, 
flight, or freeze” survival mechanism.  
 Hyperarousal. Hyperarousal (or hypervigilance), is the opposite of the first two 
symptom categories: instead of quieting the body, hyperarousal is the purposeful 
stimulation of the body. Biochemically, hyperarousal related symptoms stem from an 
increase in norephrenine, a strong form of adrenaline (Anda et al., 2006; Sachs et al., 
2013). Individuals in hyperaroused states appear anxious and fidgety as though they 
cannot sit still (Anda et al., 2006; Douglas, 2000). With the release of adrenaline, the 
cardiovascular system goes into overdrive and steroidal stress hormones, like cortisol, are 
released (Thayer & Kuzawa, 2014). Notably, cortisol has the immediate effect of 
preparing for action through the conversion of fat into sugar to fuel muscles (Anda et al., 
2006; Balbernie, 2001; Chetty et al., 2014).  
Preparing for the “fight or flight” reaction, this metabolic process accompanies 
the movement of blood away from the major organs and into the muscles so that rapid 
action can occur (Chetty et al., 2014; Tsankova et al., 2007). This effect is so marked that 
individuals who reside in long term hyperaroused states may have more pronounced 
muscle tone than those who are consistently in dissociative states (Agudelo et al., 2014).  
Long term, this hyperaroused stress on the body takes its toll and individuals in 
such a state often have a hard time determining what a threat is and what it is not 
(Balbernie, 2001; Bremner, 2006). Over time the chemicals and neuroreceptors that 
trigger these systems become stronger so that these stress response systems can be 
triggered quicker (Sherin & Nemeroff, 2011; Smith & Vale, 2006). In part, due to the 
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quick release of chemicals and blood to the body, individuals in this state are likely to act 
with aggression or violence (Gilaie-Dotan et al., 2014).  
Complicating hyperarousal even more is the increased likelihood to be diagnosed 
with attention deficit/hyperactivity disorder, conduct disorder, or personality disorders 
(Balbernie, 2001; Joseph, Kamarck, Muldoon, & Manuck, 2014; McLaughlin et al., 
2014). These may be misdiagnosed if lifecourse trauma history is not examined. Mothers 
in hyperarousal states may endorse physical punishment or physical abuse towards their 
children. These mothers as well are likely to be jumpy and, in contrast to those who are in 
dissociative or emotionally numb states, they may have an outward and even extreme 
physical reaction to trauma stimuli. A fourth category of trauma symptoms compounds 
the three other categories and represents disruptions to thinking and cognitive processing.  
Disrupted cognition. A fourth consequence of trauma is potentially disrupted 
cognition. Vivid flashbacks, nightmares and daydreams are common in this category and 
often interrupt thinking and communication. Distracting mothers from work, life, and 
tending to children, cognitive disruptions may cause the purposeful avoidance of 
anything that serves as a reminder of the traumatic event. Much like the other traumatic 
processes described, when cognition is impacted chronically and from a young age, it can 
become part of routine daily functioning.  
Mothers may feel afraid and paranoid about the world around them. They may be 
weary of leaving their house, going to work, or connecting with friends and family. They 
may respond with fear towards their children and in doing so may suffer from weakened 
child-parent bonds. When reminded of the event, they may experience such intense 
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sensation that they may experience a loss of vision, blackout, and/or loss of memory 
altogether (Shonkoff & Phillips, 2000).  
Memory and trauma. When in a traumatic situation or a situation that is a 
reminder of a previous traumatic situation, a mother’s adrenaline regulation system is 
likely called upon. When repeatedly triggered, this adrenaline system can have an effect 
on short term memory (Amdero, Dias, & Ressler, 2014). It is not beneficial to remember 
hurtful events: remembering traumatic events actually precludes quality of life and must 
be expunged from memory as a result (Amdero, Dias, & Resler, 2014; Lee, Ekstrom & 
Ghetti, 2014). Two types of memory are involved in this loss or consolidation of 
memories: explicit and implicit memory. 
Explicit, or declarative, memory is stored primarily in the hippocampus, a region 
of the brain charged with receiving outside stimuli and then converting that stimuli into 
useful information (Samuelson, 2011). This type of memory is stored through stories, 
conversations, and logic. Explicit memory is not the kind of memory where traumatic 
events are encoded.  
Implicit, or non-declarative, memory is stored in the primitive amygdala which 
communicates the necessary physical response of a stimulus to the rest of the body. It is 
the amygdala which is responsible for a flight, fight or freeze reaction and it is here that 
traumatic memory is encoded. Given that traumatic memories are not housed in a 
tangible and logical manner, these events are felt and not spoken (Samuelson, 2011).  
Partially due to the secretion of chemicals related to trauma, namely opioids, 
norepinephrine, and epinephrine, traumatic events are hard to put into words (Gunnar & 
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Quevedo, 2007; Perry et al., 1995; Perry, 2009). As a result they are often recalled 
through smells, tastes, places, and relationships with others (Gunner & Quevedo, 2007; 
Perry et al., 1995; Perry, 2009). Traumatic memories are intangible and to some degree 
unspeakable, uneasily recalled without the assistance of an external reminder commonly 
referred to as a trigger. 
Trauma Triggers 
Trauma triggers are the context in which trauma symptomology and trauma 
reactions manifest. Someone who is triggered may have a sudden and extreme response 
to a smell, sound, object, or other person that to others may be non-threatening and 
insignificant. Specific to maternal trauma and child welfare involvement is the concept of 
child triggered trauma. Simply by virtue of having a child, a mother may be reminded of 
her own childhood as well as any traumatic events that occurred during that time: 
becoming a mother may serve as a trauma trigger itself (Noll, Shenk & Putnam, 2009; 
Ogden, Minton & Pain, 2006). 
When maternal trauma is consistently triggered, the ability to work, function, and 
parent effectively is compromised (Gunnar & Quevedo, 2007). Mothers may not be able 
to cognitively process external stimuli, always be in a heightened state of readiness, 
alertness or dissociation. Due to the stress chemicals secreted, a mother may suffer from 
pain, headaches, and stomach aches, she may be anxious and depressed, and she may 
notice disruptions to her normal functioning both in ability to eat and sleep (Friedman et 
al., 2007; Gunner & Quevedo, 2007; Perry et al., 1995; Perry, 2009).  
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Moreover, child triggered trauma symptoms tend to generate three patterns of parent 
response: 1. Withdrawal and unresponsiveness towards the child, 2. Becoming 
controlling and possessive of the child and 3. Frightening the child through the 
reenactment of childhood traumatic memories. Regardless of the specific response, these 
three actions can have deleterious impacts both on the child as well as the mother (Cohen 
et al., 2008; Kwako, Noll, Putnam & Trickett, 2010). 
Left unaddressed, re-triggered trauma may further compromise quality of life and 
child safety, especially for young vulnerable children.  Trauma triggers demonstrate the 
complexity in studying and addressing maternal trauma. As such, it is useful to present 
previous research in this area in terms of estimated prevalence rates, study methods, 
limitations and implications.   
Measurement of Maternal Trauma 
Given the lifecourse nature of trauma and the need to examine the contextual 
event details and resulting symptoms cumulatively, measurement of trauma tends to be a 
complex undertaking. Measurement difficulty may come from inability to access affected 
populations, the use of self-report instruments, the repression or consolidation, of trauma 
memories, high rates of comorbidity with substance use, mental health, and domestic 
violence as well as the potential to trigger trauma symptoms in the process of conducting 
research.  
Current studies examining women, mothers, and trauma, may have limited 
generalizability, small sample sizes, and may each employ a different trauma instrument 
during data collection. Some studies employ past 30 day trauma measures, some past 
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year, and some lifetime. Considering the newness of this field, these limitations are 
understandable yet tend to make comparing studies difficult (Fallon, et al., 2010).  
Finally, given that there is such complexity in the study of maternal trauma and a 
high degree of co-morbidity with other conditions, it is suspected that trauma 
symptomology and PTSD are prone to misdiagnosis (Cohen et al., 2008; Friedman et al., 
2007). Mimicking conduct, personality, behavior, and depressive disorders, the studies 
explored below all cite this misdiagnosis and comorbidity as a limitation in the present 
etiology of trauma among women. That being said, current PTSD and trauma exposure 
estimates are thought to be conservative, and may not capture the full scope of those who 
may be affected (American Psychiatric Association, 2013; Chemtob et al., 2013). Current 
estimates as well as related works specific to trauma in at-risk women comparable to 
child welfare mothers are presented below.  
PTSD Estimates 
PTSD can be measured in a multitude of ways: past 30 day, past year, as well as 
lifetime depending on the specific aims of the research. Lifetime PTSD rates in the 
United States general population are estimated from 1-14% (Javidi & Yadollahie, 2012) 
with average 12 month PTSD rates estimated at 6-8% (Friedman et al., 2010). 
Differences in prevalence rates depend on the specific trauma instrument used, the 
sampling method, as well as the specific population. A high risk sample, for example, 
war veterans living in poverty, is likely to have much higher trauma rates when compared 
to a lower risk sample such as high income male businessmen.  
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As time passes and symptoms manifest, it is possible that lifetime trauma rates 
will be higher when compared to past year and past 30 day rates. On average, over 51% 
of women will experience at least one lifecourse traumatic event: it is now understood 
that trauma exposure is a fairly common experience for most people (Gradus, 2007) 
Women specifically are prone to trauma with higher rates of both event exposure and 
PTSD diagnosis when compared to men. A 2009 epidemiologic study of trauma found 
that while less than 10% of individuals actually develop full scale PTSD, women are at 
twice the risk (Breslau, 2009). In a similar epidemiological analysis it was noted that 
women’s lifetime and 12-month PTSD rates were much higher than their male 
counterparts: 9.7% vs. 3.6% and 5.2% vs. 1.8% respectively (Gradus, 2007). Women 
furthermore tend to experience delayed symptom remission and increased intensity of 
symptoms after a traumatic event (Ogden et al., 2006).   
Differences in how trauma is measured may be further complicated depending on 
how trauma symptoms are classified. Traditionally trauma symptoms are thought to 
present within one month after trauma exposure (Mlodinow, 2012) however this is not 
uniformly agreed upon. Others have noted the presence of “partial”, “subclinical,” or 
“subsyndromal” PTSD symptoms (Friedman et al., 2007): masked or underlying trauma 
symptoms which manifest long after the event first occurred. With that, some researchers 
have speculated that current PTSD criteria may not be accurate for mothers or females, 
given that women have higher rates of interpersonal trauma, delayed symptom remission, 
as well as increased overall symptom intensity (Cohen et al., 2008; Ogden et al., 2006).  
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In as such, it has been suggested that a new way of understanding trauma in 
women is to specifically examine the effects of cumulative interpersonal trauma 
throughout life. This newer classification, entitled Disorders of Extreme Stress Not 
Otherwise Specified (DESNOS), aims to specifically understand the negative impact of 
trauma on adult functioning, mental health, and in the case of mothers, parenting ability 
(Cohen et al., 2008). Research on mothers and parenting has already begun to utilize this 
approach specifically through the nuanced examination of emotion regulation, 
aggression, and dissociation in relation to risk for substance use, domestic violence as 
well as child abuse and neglect (Cohen et al., 2008). 
This increasing specificity in maternal trauma research, despite limited 
generalizability of findings is helpful in appreciating which groups are at risk for the 
development of PTSD and which are not. The gap among trauma study and child welfare 
involved women leaves little specific research to review. As such PTSD and trauma rates 
in female populations comparable to mothers involved in child welfare specifically new 
mothers, mothers with depression, women with histories of rape/sexual assault, and 
mothers with substance use histories involved in court sponsored drug court are presented 
below. Note that the four most relevant studies in terms of useful methodological 
implications have been synthesized into Table 2.1 for ease of reference and review (see 
Appendix C).  
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Trauma in new mothers. The vulnerable time associated with becoming a new 
mother has recently been explored in relation to PTSD. In a cross sectional sample of 
postnatal or antenatal women (N = 121), authors examined histories of physical and 
sexual abuse alongside lifetime PTSD (Mezey, Bacchus, Bewley, and White, 2005). With 
about 66% of mothers experiencing at least one traumatic event and 61% reporting 
multiple traumatic events, about 11% met clinically significant PTSD criteria. About 
34% of women reported incidences of physical assault and 24% reported domestic 
violence histories as well. The most severe PTSD symptoms in new mothers were 
associated with histories of physical and sexual abuse, histories of repeated victimization, 
being a single parent, and experiences of childhood maltreatment.  
A 2006 study examining low income women who were pregnant (N = 948) found 
nearly a 30% lifetime exposure to trauma along with an 11.9% PTSD rate (Smith, 
Poschman, Cavaleri, Howell, & Yonkers). Significant risk factors in this study included 
depression, panic disorder, and history of physical assault or attack (M. Smith et al., 
2006). Similarly, an earlier study in 2004 (N = 744) noted that mothers with PTSD were 
five times as likely to have depression and three times as likely to have anxiety disorders 
compared to their peers without PTSD (Loveland Cook et al., 2004).  
Study with these high risk populations may be difficult considering that new 
mothers, who are low income may be in a place of double jeopardy: they have a 
demanding child to care for and little financial support by which to do it. The co-
occurrence of high needs and limited resources may make PTSD rates and related trauma 
symptoms worse for this population. Both the 2005 and 2006 studies associated PTSD 
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with reduced overall health and worsened memory recall. This may suggest that when 
health and memory are both decreased, mothers may be even more vulnerable to 
involvement in the child welfare system. Finally, all three aforementioned studies 
concerning new mothers and trauma found an association between maternal trauma and 
physical/ sexual assault. This may indicate that new mothers with trauma histories are at 
an increased risk for domestic and intimate partner violence which may serve to further 
aggravate their PTSD rates and overall risk for child abuse or neglect.  
 Not without limitation, these studies may only be applicable to new mothers and 
their traumatic experiences. This current study examines mothers of young children and 
will likely include some new mothers. Being sensitive to the experiences of motherhood 
and more so what those experiences are like for mothers with trauma histories in relation 
to child welfare involvement is a critical takeaway from this previous research.  
Maternal trauma and depression. Maternal depression has been a consistent 
predictor of child maltreatment and as a result the target of many home-based child 
welfare prevention programs. One such set of programs are home visitation programs.  
Home visitation programs can take a variety of forms, however, they all serve pregnant 
women and young families with children five years and younger in the areas of health, 
development, school readiness, economic stability, as well as being connected into the 
community. Additionally, home visitation programs encourage positive parenting, 
prevent child maltreatment, and screen for domestic violence. Most importantly, home 
visitation serves families at risk and typically those living below the poverty line (U.S. 
Department of Health and Human Services, n.d). It is likely that many of the same 
41 
characteristics of mothers involved in home visitation are shared by mothers involved in 
child welfare. 
Perhaps with the most recent contribution to the field of maternal trauma and 
home visiting is the work of Ammerman and colleagues. A 2012 study examining 
mothers with depression and PTSD (N = 90) specifically sampled mothers with at least 
one of the following characteristics: unmarried, low income, or inadequate prenatal care 
(Ammerman et al., 2012a). In assessing for depression, social support, postnatal 
depression, lifecourse traumatic events as well as parenting stress, study authors found 
that about 23% of the sample had histories of child sexual abuse, 14% adult sexual abuse, 
and 31% of mothers had multiple trauma histories.  
Authors found that PTSD and depression together compound, significantly 
correlating with maternal child sexual abuse, greater severity of depressive symptoms, 
reduced social support, and overall reduced social functioning. In such about 38% of 
mothers in the sample met the criteria for PTSD. Overall, maternal PTSD in this study 
was found to manifest in the domains of emotional numbing and avoidance, as well as 
being associated with increased mental illness and reduced parenting even after 
controlling for depression severity.  
Limited as this study is specific to mothers involved in home visitation and the 
sample size is small, the connection between lifecourse interpersonal trauma, sexual 
violence and parenting deficits was noteworthy. The manifestation of the mothers’ 
trauma symptoms too was interesting as emotional numbness and avoidance, both 
indicative of interpersonal complex trauma, may have a deleterious impact on the 
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development of and bonding with young children. Finally, the authors’ use of in person 
semi-structured interviews to conduct research may have assisted in obtaining a more 
accurate clinical assessment of maternal trauma.  
Similar to Ammerman’s work is the work of Chemtrob and colleagues (2011) 
who explicitly examined PTSD and depression in a sample of mothers (N = 127) 
involved in child abuse prevention programming. Through the use of self-report measures 
on lifecourse trauma exposure, trauma symptom severity, and depression, this study 
noted that about 92% of mothers had experienced at least one traumatic event (M=2.6) 
and over 73% had experienced multiple traumas. With 19% experiencing five or more 
traumatic events, over 54% of the sample met the criteria for PTSD and 62% met criteria 
for depression. Not surprisingly, interpersonal trauma as well as childhood abuse were 
common with almost 71% of mothers experiencing sexual/physical assault by someone in 
their family.  
Common maternal PTSD symptoms included re-experiencing, avoidance, and 
hyperarousal. Approximately, 35% of mothers felt that their trauma symptoms negatively 
affected their parenting ability. Like the other mentioned studies, the sample examined 
was specific and as a result generalizability was limited. Self-report data may be a 
concern and if nothing else, these PTSD and depression estimates are conservative. The 
authors also noted an interesting proportional relationship between severity of trauma and 
degree of client discomfort with respect to study instruments: the more severe a mother’s 
trauma, the more likely she was to be upset by the instruments. This finding made sense 
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given that this sample of mothers, despite having some real mental health needs, 
overwhelmingly were not receiving mental health services.  
The lack of mental health services finally was distressing as this sample cited 
domestic violence as the most common traumatic event for both mothers and their 
children. Mothers even went as far as to say that domestic violence and the co-occurrence 
of child welfare involvement were the most stressful experiences of their lives. Concern 
is warranted “given the potential impact of trauma exposure and trauma-related 
symptoms on increasing harsh parenting and that many parents with trauma-related 
symptoms may not be receiving mental health treatment” and supports additional 
research with this vulnerable population (Chemtob et al., 2011, p. 122) 
Histories of rape/sexual assault. Since the majority of research with mothers and 
trauma cites both an increase in mental health and domestic violence histories, the 
exanimation of female survivors of rape/sexual assault and trauma makes sense. A 2009 
study explored PTSD, depression and mood disorders among a sample of women (N = 
162) participating in a clinical therapeutic trial (Taft, Resick, Watkins, & Panuzio, 2009).  
Through the use of semi-structured interviews, researchers collected data on 
PTSD, depression, childhood maltreatment histories, adult sexual violence, and self-
report data on trauma symptomology. All of the participants met the criteria for PTSD 
and a little over half (52%) met the criteria for depression. The women with PTSD but 
not a mood disorder reported increased child sexual abuse histories yet those with both 
PTSD and a mood disorder reported increased cognitive disruptions, trauma symptom 
severity, and depression severity.  
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It appeared that distorted cognitions and dissociation were the strongest predictors 
of psychopathology yet avoidance was the strongest predictor of clinically significant 
PTSD. Domestic violence histories were positively associated with PTSD symptom 
severity as well. Particularly well put by the authors, was the conclusion that examining 
co-occurring PTSD and depression in women is likely to assist in the enhanced 
understanding of trauma:  
The possible etiological role of trauma-related cognitions in PTSD-depression 
comorbidity is further supported by recent findings that treatment for individuals 
with co-occurring PTSD and depression may be more effective if it includes a 
component devoted to examining problematic trauma-related cognitions (Taft et 
al., 2009, p. 409) 
 Limited, this study was not specific to mothers however did provide insight on the 
effect that trauma has on women with interpersonal violence histories. Utilizing some 
self-report, there may be memory problems associated with the retrospective recall of 
event details. As well, this sample was specific to women who were seeking help and is 
not an exact match for a mandated child welfare involved sample. Regardless, the major 
finding from this work seemed to be the need to examine the beliefs and perception 
around a traumatic event from a woman’s first person perspective to understand symptom 
type and severity from a deeper perspective.  
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Maternal trauma and substance use. Generally speaking, women with 
substance use disorders are thought to be at an increased risk for PTSD as well as 
complex trauma histories (Brown, Stout, & Mueller, 1996; Dansky et al., 1995). In 2011, 
Lespernce and colleagues conducted a study of mothers involved in an intensive one-year 
outpatient, court sponsored, drug treatment program. This program, the Family 
Dependency Treatment Court (FDTC) provides trauma counseling, parenting classes, 
anger management classes, as well as random drug screens several times a week. With 
their children already placed in out-of-home foster care, the mothers (N = 25) were 
surveyed one year after their enrollment into the program (Lesperance et al., 2011), 
Utilizing a semi-structured interview protocol, data were collected on basic 
demographics, lifecourse trauma including child maltreatment history, as well as a self-
report questionnaire on risky behavior. Alongside the mandated drug and alcohol 
screenings, it was found that many of the mothers reported average lifetime exposure to 
12 distinct stressful events, 12 incidents of interpersonal abuse, 2 childhood incidents of 
physical/sexual abuse, as well as an average of 9 other types of stressful events such as 
divorce, death of a child, or serious financial problems. (Lesperance et al., 2011) 
Prior to participation in the FDTC it was found that participants had high rates of 
risky sexual behavior including unprotected sex in addition to high rates of binge 
drinking and drug use. After one year in the FDTC program, participants reduced their 
binge drinking by 96%, drug use by 98%, and unprotected sex by 42%. Although 
promising, this study is first and foremost limited due to its small sample size restriction 
to mothers involved in outpatient substance use services.  
46 
Exploratory in nature, these limitations are understandable and justified even if 
generalizability is reduced. Perhaps the largest implication for future study in this area 
concerned the “sequence of exposure” in determining if substance use came before the 
risky behavior or vice versa (Lesperance et al., 2011, p.173). As well, the mix of data 
collection (interview and self-report) was a strength, however, reporting on one’s own 
risky behavior may be biased. Finally, in the context of this present study, the authors did 
not assess for PTSD despite the fact that individuals had high amounts of stressful and 
adverse events. The overarching takeaway from this work however is again the interplay 
between traumatic events and child welfare involvement and that risky behaviors may be 
mitigated through the use of court sponsored trauma informed treatment for mothers.  
All of the studies reviewed above were exploratory and cross sectional in nature. 
Each examined a different population of women and each used different instruments by 
which to conceptualize trauma. Some examined substance use and some did not, 
however, all found prominent histories of interpersonal trauma, domestic violence, child 
abuse, and mental illness as complicating factors. Several of the studies noted that such 
factors may contribute to parenting deficits while noting that additional studies should 
explore the underlying causal factors in the development of trauma symptomology 
among women and mothers. Specific to mothers involved in child welfare, these studies 
provide a solid foundation for work relative to trauma, attachment, and parenting.  
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Maternal Trauma and the Child Welfare System 
 It is speculated that women with trauma are overrepresented in the child welfare 
system due to their vulnerability in experiencing violence, mental illness, and lack 
consistent social support. Due in part to their complex interpersonal trauma histories, 
mothers may appear cold and lacking warmth or affection towards their children (Carroll 
et al., 2013; Schwerdtfeger & Nelson Groff, 2007). Other possible reactions include 
depression, social withdrawal, aggression towards others (Dix, Moed & Anderson, 2014), 
and increased rates of criminal behavior (Buffone & Poulin, 2014; Girard et al., 2014; 
Herman, 1997; Lesperance et al., 2011l Ogden, Minton & Pain, 2006). Combined with 
the lack of trauma informed mental health services  (Sankaran, 2010) these characteristics 
make successful completion of child welfare case plan increasingly difficult while 
concurrently increasing the risk for child maltreatment in young children (Friedman et al., 
2007; Ogden et al., 2006). 
 Child welfare case plans. A child welfare case plan often consists of multiple 
services, some of which may be court ordered, intended to increase child safety and 
promote family reunification (Cohen & Youcha, 2004). Common services include 
random urine analysis testing, mandatory counseling, parent aid sessions, parenting 
education classes, parent-child visitation and enrollment entitlement programs like food 
stamps, public housing, and public healthcare (James Bell & Associates, 2009; 
Lecklitner, Malik, Aaron, & Lederman, 1999).  
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Despite the fact that these services have good intentions, there is an ever 
increasing disconnect between what trauma exposed mothers may need and what the 
system actually provides. Over the past 20 years, the trend in child welfare legislation has 
shifted, decreasing the time that children are allowed to remain in foster care or in other 
out of home placements (Lederman & Osofsky, 2004; McCombs-Thornton & Foster, 
2012; Moran, 2002). The shortening of case timeframes was in response to data finding 
that developmentally fragile young children were languishing in non-permanent 
placements, returning home, and subsequently reentering care at exceedingly high rates 
(National Center for Infants, Toddlers, and Families, 2012a/b).  
For young children, such disruptions in bonding and attachment and the need for 
stability motivated the re-focus of child welfare specifically on attaining permanency as 
fast as possible (Arizona Judicial Branch, 2013; National Center for Infants, Toddlers, 
and Families, 2012a/b). As a result of such legislation, parents (most often mothers), have 
been given even less time to demonstrate that they can parent and maintain a stable home 
for their children (Moran, 2002). 
With less time allotted, mothers may be unable to complete their case plans so 
their children return home safely. For mothers with trauma histories, case plan 
completion becomes even more difficult. Among mothers with trauma histories, 
parenting is thought to be quite stressful, often serving as a reminder of one’s own 
childhood maltreatment (Carlson, Cicchetti, Barnett, & Brunwald, 1989; Cicchetti & 
Toth, 2005). As such, both becoming a mother and then becoming involved in child 
welfare compound to worsen trauma symptomology. It is possible that when so many 
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services are required (often called “stacking” of services) in such a short time frame, 
mothers are simply unable to process their own trauma and successfully complete case 
plan services (Geiger, 2015; Herman, 1997; Friedman et al., 2007; Ogden, Minton & 
Pain, 2006).  
Seen as unsuccessful, mothers may feel deflated, intimidated, and demotivated, 
with some even giving up fighting for their parental rights (Sakanran, 2010). The courts, 
viewing this as a lack of effort and motivation to parent feel justified in continuing down 
the path of concurrent planning and pursing placement/adoption outside the biological 
family (Goldsmith, Oppenheim & Wanlass, 2004; Wulczn et al., 2002). Unsuccessful 
completion of case plan services may subsequently be misunderstood as “non-
compliance” by the child welfare system (Center for Advanced Studies in Child Welfare, 
2013; Mallon, 2011).  
It is possible that trauma underlies many of the barriers to reunification that 
mothers experience while child welfare involved (Goldsmith, Oppenheim & Wanlass, 
2004). Without actually treating maternal trauma, increasing services may not be of much 
help, only serving to band aid the root cause of the problem further (Bremner, 2006; 
Gunnar & Quevedo, 2007). Increases in services may misuse finite resources and may 
end up wasting limited funding dollars without targeting the larger issue.  
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Considering that trauma informed child welfare is not uniformly implemented, 
mothers with traumatic histories likely remain at an unfair disadvantage (Friedman et al., 
2007; Ogden, Minton & Pain, 2006). This has strong implications for their own quality of 
life but also for the quality of life of those around them, most notably their children. 
Undoubtedly distressing, traumatic symptomology can disrupt all areas of life and has far 
reaching impacts to attachment, and bonding between a mother and her young child. 
A Basis for Attachment and Parenting 
 A substantial amount of work exploring mothers and risk factors for child 
maltreatment has suggested that attachment and bonding during ones childhood greatly 
effect adult functioning, communication and parenting ability (Baer & Martinez, 2006; 
Bakermans- Kranenburg et al., 2011; Belt et al., 2013; Fraley et al, 2006; Riggs, 2010). 
The traits, quality, and consistency of early relationship experiences during childhood are 
associated with adult lifecourse trajectories (Alonzo, Thompson, Stohl, & Hasin, 2014; 
Banyard, Williams, & Siegel, 2003; Bogenschneider, 1996; Dixon, Browne & Hamilton-
Giachritsis, 2005; Duva & Metzger, 2010; Ross & Fuertes, 2010). Spanning all areas, 
social, emotional, and relational, the early environment of child welfare involved mothers 
is thought to be of critical importance in the etiology of trauma (Alonzo, Thompson, 
Stohl, & Hasin, 2014; Banyard, Williams, & Siegel, 2003). 
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The Importance of Early Relationships 
Early relationships are thought to be a pivotal aspect in the development of 
positive coping skills as well as in the mitigation of harmful risk behaviors (Scott & 
Babcock, 2010; Tay 2005; Williams & Riskind, 2004; Zeanah et al., 1999). Commonly 
cited protective factors, with respect to positive parenting and family stability include 
social support, access to services, safe housing, consistent employment, and stable mental 
health (Appleyard & Osofsky, 2003; Banyard, Williams, & Siegel, 2003; Herman, 1997; 
Li, Godinet & Arnsberger, 2011). These protective factors often accompany stronger 
attachment experiences to caregivers during childhood. 
Conversely, frequently observed risk factors encompass the areas of poverty, 
mental illness, substance use, social isolation, and domestic violence (Ammerman et al., 
2011b; Banyard et al., 2003; Kaiser & Black, 2005). Not surprisingly, child welfare 
involved mothers are thought to overall have fewer protective factors, more risk factors, 
as well as an increased likelihood of weakened attachment overall (Ammerman et al., 
2011; Ogden, Minton, & Pain, 2006). Incorporating concepts of attachment and bonding 
into the etiology of maternal trauma and child welfare will likely assist in the 
understanding of this vulnerable population, as well as informing future interventions and 
preventions for young children (Appleyard & Osofsky, 2003; Banyard, Williams, & 
Siegel, 2003; Herman, 1997; Li, Godinet & Arnsberger, 2011). 
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Attachment Theory 
 Bowlby’s (1969) and Ainsworth’s (1978) theories of attachment and development 
have two primary uses in guiding this work: 1. To explore deeper aspects of maternal 
trauma symptom development and 2. To help understand how maternal trauma relates to 
child welfare involvement. Specifically, the use of attachment theory provides a 
framework for exploring the risk taking behaviors, communication styles, parent-child 
bonding as well as overall approach to the parenting of young children. In such, this 
theory aids in the construction of a comprehensive literature on maternal trauma, child 
maltreatment, and young children.  
Safety and Stability   
Attachment theory (Bowlby, 1969; Ainsworth, 1978) stems from the notion that 
people, at their most natural and primitive state, seek comfort and security in 
relationships. This innate drive to find connection with others is profound and “bind[s] 
people across time and space” (Crowell & Treboux, 1995, p. 297). The circumstances 
under which someone attaches to others creates the basis for actions, reactions, and 
emotions throughout the lifecourse. This need for attachment and bonding present at 
birth; any disruption, absence of, or disorganization in the ability to bond with a primary 
caregiver is thought to be the genesis of dissociation and social maladjustment throughout 
adult life (Bowlby, 1969; Bowlby & Ainsworth, 1978).  
Specifically, attachment theory finds that an individual’s relationship experiences 
during early childhood outline patterns of socio-emotional behavior and normative 
function that are stable into adulthood (Main & Goldwyn, 1990; Main & Solomon, 1986; 
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Ravitz et al., 2010). So as to measure and research attachment, later theorists 
systematically operationalized attachment via four typologies within two dimensions of 
identity. In clarifying attachment typologies, Bartholomew and Sharver stated that 
(1998):  
Four prototypical attachment patterns are defined in terms of two dimensions: 
positivity of a person’s model of self and positivity of a person’s model of others. 
The positivity of the self model indicates the degree to which a person has 
internalized a sense of his or her self-worth (versus feeling anxious and uncertain 
of the self’s loveability). The self model is therefore associated with the degree of 
anxiety and dependency on other’s approval in close relationships. The positivity 
of the other model indicates the degree to which others are generally expected to 
be available and supportive. The other model is therefore associated with the 
tendency to seek out or avoid relationships. (p. 30-31) 
Attachment behaviors can be triggered during times of both joy and stress. Therefore, 
attachment is not only natural but affected by the kind and quality of social relationships 
as well as experiences of trauma and stress which may contribute to child maltreatment in 
young children (Bartholomew & Horowitz, 1991; Friedman et al., 2007; Perry, 2009). 
Attachment and Stress 
Attachment related actions can be triggered for myriad of reasons, yet they tend to 
be triggered more frequently when in the presence of a stressor (Baer & Martinez, 2006). 
When early relational adversity is more consistent than not, attachment can become 
fractured or weakened, with the resulting adaptive responses harmful to the attainment of 
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healthy, fulfilling, and stabile relationships (Crowell & Treboux, 1995). The most 
profound early attachment relationship is the one between a parent and child; this bond 
and it strength set the foundation for normative patterns of behavior throughout life:  
“A central developmental hypothesis in attachment theory is that early parent-
child relationships are prototypes [for later adult relationships]…child-parent 
relationships should be related to subsequent patterns of family organization and 
play a role in  intergenerational transmission of family patterns.” (Crowell & 
Treboux, 1995, p. 296)  
This premise, and repeated mention of the prototypical nature of attachment formation, 
suggests that what happens in early childhood will have a specific impact on parenting 
attitudes and styles especially in the case of risk for child abuse and neglect (Carroll et 
al., 2013; Renner & Slack, 2006).   
The four resulting attachment typologies include secure, avoidant, resistant, and 
disorganized (Ravitz et al., 2010). At times, differing scholars will use varying names 
(preoccupied for resistant, dismissing for avoidant, and fearful for disorganized) however 
the meanings of the concepts are the same (Ravitz et al., 2010). The most comprehensive 
and nationally representative study of adult attachment to date found that about 59% of 
the general population have secure (Type B) attachment, 25% have avoidant attachment 
(Type A), 11% have resistant (Type C) attachment, and about 5% have disorganized 
(Type D) attachment (Mickelson, Kessler, & Shaver, 1997).  
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The majority of child welfare related research examining attachment has found an 
overabundance of weakened attachment (Types A, C, and D) and a dearth of secure 
attachment (Type B) typologies. It is thought that child maltreatment is related to 
attachment through the reification of childhood traumas, the development/worsening of 
maladaptive coping mechanisms, and the overall compromised ability to parent (Main & 
Hesse, 1990; van Ijzendoorn et al., 1999). Considering that a child’s first and most 
important relationship is to his/her parents, the first five years of life are largely thought 
to contribute the development of one’s adult attachment. 
Attachment and Young Children 
Significant amounts of neurobiological, socio-emotional, and physical 
development occur between the ages of 0-5 (Harden & Whittaker, 2011, Carlson et al., 
1989). At birth, infants are born with over 100 million neurons and within eight months 
that number increases to over 1,000 trillion (Brotherson, 2005; Cohen & Youcha, 2004; 
Schore, 2001). Early formative attachments greatly contribute to default systems of 
control, reward, and punishment (Cohen & Youcha, 2004; Shore, 2001; Shonkoff & 
Phillips, 2000). Such immense integration of concepts suggests that the impacts of 
stimuli, both positive and negative, are important to consider with respect to maternal 
adult trauma (Brotherson, 2005; Cohen & Youcha, 2004; Schore, 2001).  
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Bonds that are negative, marked by early trauma and excess stress are particularly 
disconcerting (Baer & Martinez, 2006; Carlson et al., 1989; Green et al., 2002). In the 
absence of a safe and stable caregiver, the development of young children can be 
affected. Disruptions to functioning and communication can result in distrust, rejection of 
affection, flat affect, and most worrisome fear of others; these behaviors are indicate that 
attachment is weakened or insecure. Unfortunately, insecure attachment process are more 
common in young children with histories of inconsistent, violent, and abusive parent-
child relationships.  
Young children with early traumatic or disruptive experiences, are a higher risk 
for developing a disrupted/disorganized (Type D) attachment style when compared to 
their peers without such early potentially damaging events (Baer & Martinez, 2006; 
Carlson et al., 1989). Type D attachments are evidence in of themselves of substantial 
early relational trauma, with reductions in communication, social support, and immune 
functioning previously observed (Carlson et al., 1989; Green & Goldwyn, 2002). Long 
term, insecure attachment compromises adult physical and socio-emotional health and 
has been tied to the endorsement of neglectful/abusive parenting (Benoit, 2004; Crowell 
& Treboux, 1995, Ravitz et al., 2010; Zeanah, Danis, Hirshberg, Benoit, Miller, & Heller, 
1999). 
In adults, type D attachment has been correlated with many of the risk factors for 
child maltreatment such as increased aggression, impulsivity, substance use, social 
isolation, and depression (Baer & Martinez, 2006; Carlson et al., 1989; Kaplow & 
Widom, 2007; Kotulak, 1997; Oetzel, Tin-Toomey & Rinderle, 2006; Thompson & 
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Tabone, 2008; Turner, Finkelhor, Ormrod & Hamby, 2010). Ultimately, for adults, early 
attachment experiences are the root for many day-to-day actions and interactions (Belt et 
al., 2013; Bowlby, 1969) Transmitted from person to person, attachment processes are 
highly dependent on the context of the social environment (Bowlby, 1969).  
Attachment and the Social Environment  
The quality and consistency of the social environment is a main factor in the 
development of one’s attachment typology. Said to be “state dependent…attachment 
behaviors are not always on display but are activated by specific events such as situations 
of danger, threat, or isolation” (Ravitz et al., 2010, p. 421). In this manner, the external 
environment cues internal normative functioning that, in adults, which developed during 
early childhood. Despite the fact that behaviors are specific to context and environment, 
they tend to follow a pattern, often seen in communication with, expectations of, and 
willingness to trust others.  
Two behaviors respective to attachment and the social environment are proximity 
seeking and separation protest. All humans exhibit proximity seeking behavior: actively 
looking for physical and emotional support through verbal and non-verbal 
communication. Assuming that the relationship is secure, proximity seeking can be seen 
when young children reach out and cry for their parents to pick them up. In this context 
assuming secure attachment, separation protest occurs when children are removed from 
their parent for any length of time. Marked by increased and noticeable irritation as well 
as considerable emotional upset from such a removal, this often occurs when parents take 
their children to day care and their children begin to cry.  
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These two behaviors function to create a safe or stable base, where children are 
able to learn trust and are able to relax as they know they will be out of harm’s way. This 
safety and stability is predicated on the presence of an adult able to provide consolation 
and comfort during times of distress. For young children, the quality and consistency of a 
caregiver’s response to their needs and communication attempts (such as crying) 
correlates to later perceptions of wellbeing in adulthood; if attempts at communication 
are ignored, dismissed or accompany maltreatment adult and adolescent interpersonal 
relationships may be negatively impacted (Benoit, 2004). Not all attachment is positive 
and linking childhood experiences with behaviors, events, and actions in adulthood is 
important in the conceptualization of maternal trauma, maladaptive coping mechanisms, 
and parenting ability (Crowell & Treboux, 1995; Ravitz et al., 2010). 
Adult Attachment 
 Attachment is a relevant to adult functioning and parenting ability as insecure 
adult attachment style is indicative of early childhood trauma while concurrently serving 
as a risk factor in the development/triggering of trauma symptoms (Crowell & Treboux, 
1995). The way that a child was parented has a direct correlation with later development, 
social functioning, educational attainment, child maltreatment, and traumatic event 
exposure (Carlson et al., 1989; Moroz, 2005). It is thought that a significant level of adult 
functioning (about half) comes from early attachment patterns between the caregiver and 
the infant (Carlson et al., 1989; Moroz, 2005). In such, the dynamics of the infant-parent 
relationship match the dynamics of later adult romantic relationships and adult 
communication styles (Green & Goldwyn, 2002).  
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Internal working models of self and others, part of the attachment process, serve 
to guide interpersonal interaction throughout life. These models are considered to be 
relatively stable which can be problematic for adults with histories of trauma. Further, 
such approaches to interaction and relationships begin in early childhood suggesting that 
children with insecure attachment are more likely to become adults with insecure 
attachment (Green & Goldwyn, 2002). In this manner an adult, operating from that 
normative childhood attachment base, will seek experiences that reify their early 
attachment experiences. Concretely if a child has a weakened attachment, they may be 
likely to replicate those experiences as an adult respective to intimate relationships, 
communication styles, and anger resolution strategies (Carlson et al., 1989; Fraley, 
Waller, & Brennan, 2000).  
The quality of communication between children and their parents has a direct 
influence on brain development, specifically the development of language processing and 
critical thinking (Carlson et al., 1989; Garmezy, 1971); if a child comes from a violent or 
contentious home environment, he or she may become accustomed to overwhelming 
amounts of adrenaline and noradrenaline that when released, over time, may cause 
individuals to be habitually defensive, erratic, and aggressive (Ogden, Minton & 
Pain,2006; Schore, 2001; Siegel, 2013). When the brain is impacted in this manner, the 
way that individuals communicate, act, and react as parents can be affected.  
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Attachment not only impacts communication and interaction but synaptic 
connections in the brain as well (Balbernie, 2001; Bremner, 2006; Perry et al., 1995). 
Groundbreaking research on the neurological stress response system has stated that 
attachment security regulates stress reactivity and responses: adults with weakened 
attachment may have a reduced capacity to deal with stressors or intense and multiple 
tasks which typically accustom child welfare case involvement (Bakermans-Kranenburg 
et al., 2011; Gunnar & Quevedo, 2007).  
Taking this perspective, information on adult attachment helps to elucidate the 
cyclical nature of child maltreatment: dysfunction leads to dysfunction as individuals are 
biologically, cognitively, and socially, predisposed to such environments (Dixon, Browne 
& Hamilton-Giachritsis, 2005; Noll, Tricket, Harris & Putnam, 2008). As such, the 
exploration of attachment typologies along the four domains: secure, avoidant, resistant, 
and disorganized with maternal trauma, may assist in explaining how multigenerational 
abuse and maltreatment occur among young children. 
Secure attachment. Communication styles of securely attached adults are 
consistent, calm, and less likely to accompany violence or aggression. For young 
children, when attachment corresponds with a safe, nurturing, and present parent, 
adaptive coping develops relative to effective communication, problem-solving, logical 
and critical thinking, as well as in the formation of personal and professional 
relationships throughout life. Overall such consistent and warm relationships are the 
hallmark of secure attachment (Green & Goldwyn, 2002; Grossman, Grossman, & 
Waters, 2006). Secure attachment has been previously observed during infancy when 
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children are especially vulnerable and uncensored in their proximity seeking, separation 
protest, and communication actions: 
Infants whose caregivers consistently respond to distress in sensitive or ‘loving’ 
ways, such as picking the infant up promptly and reassuring the infant, feel secure 
in their knowledge that they can freely express negative emotion which will elicit 
comforting from the caregiver. Their strategy for dealing with distress is 
‘organized’ and ‘secure.’ They seek proximity to and maintain contact with the 
caregiver until they feel safe. The strategy is said to be ‘organized’ because the 
child ‘knows’ exactly what to do with a sensitively responsive caregiver, ie, 
approach the caregiver when distressed. (Benoit, 2004, p. 542) 
It is increasingly likely that infants and young children who have secure bonds to their 
caregivers will place a high value on later relationships, have improved parenting ability 
and thus less likely to become child welfare involved with their own offspring 
(Ainsworth, 1978). Unfortunately, the three remaining attachment typologies, avoidant, 
resistant, and disorganized, are thought to be more common in child welfare involved 
parents 
 Avoidant and resistant attachment. Avoidant and resistant attachment styles are 
considered to be insecure but not chaotic. They are insecure as the caregiver is typically 
very negative and unpredictable with the child (Bowlby, 1969; van Ijzendoorn, 
Schuengel & Bakermans-Kranenburg, 1999). Indeed insecure, these styles are also 
considered to be organized as the child cognitively learns, over time, how to respond to a 
caregiver (Bowlby, 1969; van Ijzendoorn, Schuengel & Bakermans-Kranenburg, 1999). 
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The child responds to a consistent pattern of parenting behaviors and is able to anticipate 
how to react as a result. For example, a child with a caregiver who is loud and verbally 
abusive may learn over time to be quiet and avoid eye contact with said caregiver at all 
costs. This combination of consistent yet negative parent-child attachment is often 
considered avoidant or resistant.  
Avoidant attachment. Insecure-avoidant attachment (avoidant), stems from early 
formative relationships that require the child to act in order to get his or her needs met: 
children learn that in order to get attention, responses must be aggravated and excessive 
(Green & Goldwyn, 2002). Over time this avoidant style is specifically associated with 
social and emotional adjustment problems as well as breakdown in both verbal and non-
verbal communication (Benoit, 2004; Zeanah et al., 1999). Adults that have avoidant 
attachment may be seem dismissing and invest very little into their interpersonal 
relationships (Green & Goldwyn, 2002). Furthermore, these adults may be less able to 
communicate their needs to others and may cling to one or two select individuals whom 
they feel safe (Green & Goldwyn, 2002; Grossman, Grossman, & Waters, 2006).  
 Mothers with avoidant attachment typologies may have grandiose expectations of 
their young children, falsely assuming that they can take care of themselves (van 
Ijzendoorn et al., 1999). Mothers with avoidant attachment may as well be less likely to 
ask for help from others to parent while overall not understanding, denying or minimizing 
the impact that they have on their children’s growth and development during a time of 
need and vulnerability (van Ijzendoorn et al., 1999). Communication patterns among 
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those with avoidant attachment are likely to be aggressive and combative with memory 
lapses a common occurrence (Green & Goldwyn, 2002).  
Avoiding contact with others, through withdrawal and isolation are due to fearing 
closeness, intimacy, or bonding (Green & Goldwyn, 2002).  As a result mothers may act 
defensively towards their young children who are exhibiting typical proximity seeking 
behaviors or body language, not responding to their attempts at connection (Green & 
Goldwyn, 2002). Adults with insecure-avoidant attachment styles tend to have higher 
rates of depression, social isolation, and dissociation compared to those without avoidant 
attachment styles (Bowlby & Ainsworth, 1978; Carlson et al., 1989; Marysko et al., 
2010). 
 Resistant attachment. Relatedly, mothers who exhibit insecure-resistant 
attachments (resistant), may seem overly consumed with their personal needs and desires 
and may appear selfish and anxious to outside observers (Baer & Martinez, 2006; Main 
& Solomon, 1986). Mothers with resistant attachment styles dislike being alone and will 
often seek relationships in which the other person will not become as intimate as they 
desire (Green & Goldwyn, 2002). It is not uncommon for mothers in these situations to 
over attach to another person and appear to display traits of someone who is co-
dependent or overly needy of attention (Green & Goldwyn, 2002; Grossman, Grossman, 
& Waters, 2006). It is thought that such actions stem from low self-esteem which cause 
self-identity development to become heavily enmeshed in others.  
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Mothers with resistant attachment tend to be anxious, worried and overly 
impulsive; they may often take needless risks in attempting to feel important and in 
meeting their need for attention and co-dependence (Baer & Martinez, 2006; Main & 
Solomon, 1986). Resistant attachment styles have been correlated with adjustment and 
educational problems throughout the lifecourse including hypervigilance, sleep disorders, 
as well as anxiety disorders (Ainsworth, 1978; Carlson et al., 1989; Benoit, 2004; Zeanah 
et al., 1999). As parents, resistant women may constantly seek the attention of others, to 
the exclusion of their child’s basic needs. Resistant mothers as well may exhibit sexual 
promiscuity and risk-taking behavior (such as excessive drinking and partying), further 
making parenting a vulnerable child challenging. The impacts of resistant and avoidant 
attachment styles can be negative, complicating parenting, work, and relationship 
building however, the most detrimental attachment type is often considered to be 
disorganized attachment. 
Disorganized attachment. The third insecure typology, insecure-disorganized 
(Type D attachment) is thought to be the most unfavorable (Carlson et al., 1989; Main & 
Solomon, 1986). Type D attachment in addition to correlating with atypical emotional 
and social development, disruptive and delayed behavioral patterns, increased anxiety, 
and increased aggression throughout life (Baer & Martinez, 2006; Carlson et al., 1989; 
Green, Furrer, Worcel, Burrus & Finnigan, 2007), has been specifically associated with 
childhood sexual abuse (Ammerman et al., 2011; Kwako et al., 2010; Schwerdtfeger & 
Nelson Groff, 2007). It is estimated that in high-risk populations (environments where 
family violence, substance use, mental illness, and child maltreatment occur) the majority 
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of infants are at risk for development of Type D attachment (Carlson et al., 1989). 
Previous work has found that upwards of 82% of high-risk children develop Type D 
attachment (Benoit, 2004) demonstrating, once again, the impact that the early social 
environment can have on later development and functioning.  
Type D attachment is thought to originate from caregivers who act in ways that 
frighten the child including highly sexualized or abusive parenting behavior (Carlson et 
al., 1989). This attachment style may be the most relevant to PTSD and parenting as: 
There is evidence to suggest that caregivers who display atypical behaviours often 
have a history of unresolved mourning or unresolved emotional, physical or 
sexual trauma, or are otherwise traumatized (e.g. post-traumatic stress disorder or 
the traumatized victim of domestic violence). (Benoit, 2004, p 542) 
One oft cited risk factor in the development of Type D attachment is the presence or 
history of parental mental illness (O’Connor & Elkit, 2008; Ravitz et al, 2010). It is 
possible that this connection to mental illness stems from a trauma history. Trauma 
symptoms are known to mimic several other mental disorders; it is possible that trauma, 
not mental illness, is the main risk factor for Type D attachment (Main & Hesse, 1990). 
Therefore, while all adults with insecure attachment are at risk for trauma exposure and 
side effects of such, parents with Type D attachment styles are at the highest risk for 
trauma exposure, trauma symptoms, as well as diagnosable PTSD. 
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Attachment, Child Abuse, and Parenting Behaviors 
Considering what is presently known about mothers involved in child welfare, 
their psychosocial profiles including increased mental illness risk, limited social support, 
and reduction in protective factors, it is expected that child welfare involved mothers who 
have histories of trauma will be less likely to develop secure attachments with others and 
will be more likely to have an insecure or weakened attachment when compared to their 
peers who do not have histories of traumatic event exposure.   
Early attachment disruptions are found to co-occur in adults with promiscuous 
sexual activity, substance/alcohol use, and unemployment (Carlson et al., 1989; Liberman 
& VanHorn, 2008; Ogden et al., 2006; Ross & Fuertes, 2010; Schore, 2001; Young, 
Boles & Otero, 2007). Apart from being risk factors for child maltreatment, these may 
also be signs of traumatic histories. Mothers with manifested trauma symptoms may be 
less able to care for and bond with their children and may be increasingly prone to 
neglect or abuse (Appleyard & Osofsky, 2003; Hulette, Kaehler, & Freyd, n.d.; Milner et 
al., 2010; Muller, Gragtmans, & Baker, 2008).  
For example, Ammerman and colleagues (2012b) found that in a sample of 
mothers (N = 180) with a history of childhood sexual abuse, there was increased 
endorsement of two main parenting approaches: one marked by hostility and another by 
helplessness. Furthermore while collecting data on depression, psychological 
maladjustment, social support, childhood maltreatment history and parenting, the authors 
found that mothers displayed internal working models described as dysfunctional, 
impaired, and abnormal. Lower parenting stress was associated with lower trauma 
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exposure and higher trauma exposure was tied to increased parenting stress as well as 
reduced social support overall (Ammerman, et al., 2012b) 
Similarly work by Rodriguez and Tucker (2011) with a sample of at-risk mothers 
(N = 73) collected data on parental attachment, parenting style, maltreatment risk and 
interpersonal lifecourse history. In attempting to understand the cycle of violence, 
parental attachment was examined while controlling for personal child abuse and 
interpersonal abuse histories. Findings suggested that mothers with poor attachment 
themselves are at an increased risk for both negative parenting behaviors as well as child 
maltreatment. The sample size was small in this study and as a result power may be 
limited however the implications of this work in relation to understanding the quality of a 
mother’s relationships in the context of her trauma history is important to this and future 
studies.  
When examining such concepts over time, mothers with compromised attachment 
profiles often have their own histories of child abuse, indicating a cycle of attachment 
style, parenting style, and risk related to the perpetuation of child abuse and neglect 
(Rodriguez & Tucker, 2011). Together these studies support the idea that what happens 
to parents, in this case mothers, directly effects the attachment profiles of their own 
children as well as their overall risk for child maltreatment. These findings, once 
synthesized, support additional research exploring adult attachment in relation to 
maternal trauma history/symptoms in child welfare samples.  
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Application of Attachment Theory 
Despite recent discussion in academic circles about trauma symptoms, the study 
of trauma itself has not been as widespread in the field of child welfare (Bailey et al., 
2009; Belsky et al., 2009). Considering that parents involved in child welfare generally 
have more risk factors (low social support, housing and employment instability, 
substance use, and mental illness) than protective factors, investigating the role of trauma 
experiences, trauma symptomology, and attachment in child welfare involved mothers 
may add to the etiology of child maltreatment and adult trauma symptomology.  
In this manner, it is speculated that adult attachment style is correlated with 
trauma history and symptomology as well as risk for child abuse and neglect. 
Additionally it is probable to expect higher rates of trauma symptoms when disrupted or 
insecure attachment is present. Furthermore, since attachment style is linked to parenting 
ability and is part of the pathway to entering the child welfare system, mothers in the 
child welfare system are more likely to have higher rates of insecure attachment, when 
compared to their non-child welfare involved peers.  
Aim of the Study 
Therefore, the main aim of this study, guided by attachment theory, assesses 
maternal trauma history, symptoms, and adult attachment style, along with demographic 
and family variables. The rate of PTSD and the association with experiences of substance 
use, domestic violence and mental illness (Research Question 1) will be explored along 
with detail on the specific kinds of manifested trauma symptoms (Research Question 2). 
Detail on traumatic event exposure both in adulthood and childhood will be explored as 
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well (Research Question 3). Finally, this study seeks to explore the relationships between 
childhood experiences of trauma, adult experiences of trauma, adult trauma symptoms, 
adult attachment style, as well as parenting behaviors among mothers of young children 
who with child welfare involvement.  
It is thought that an understanding of adult attachment style and trauma 
history/symptomology together will provide a deeper understanding of parenting 
behavior and coping mechanisms in the context of child maltreatment and adult 
functioning. Attachment theory, in this study, is used to inform the research questions, 
methodology, discussion, implications, and potential future research in this area. 
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CHAPTER 3 
METHODOLOGY 
The purpose of this third chapter is to provide a detailed description of the design 
and methods used to answer the research questions posed at the end of the previous 
chapter. In order to answer these research questions, it was necessary to select specific, 
valid, and reliable instruments pursuant to lifecourse experiences of trauma, trauma 
symptoms, attachment, and parenting. Furthermore, this research is placed in a unique 
program explicit to addressing families with young children who are involved in child 
welfare. This setting serves as the backdrop for participant recruitment and sets the 
foundation for implications of the work itself. This chapter is organized into three main 
sections related to the methodical approach taken. First, the research design specific to 
the setting is first presented followed by information on the sample, measurement and 
participant criteria. This section also includes a discussion of sample size. The second 
section is specific to the data analytic methods including the presentation of four specific 
research questions and detail on the analysis of those research questions. The third and 
final section presents the limitations, considerations and challenges, hypotheses 
associated with the methods themselves.   
Research Design 
 This research utilized a one group, cross-sectional, exploratory design to examine 
child welfare involved mothers in the largest county in Arizona, Maricopa County. In 
Arizona, where statistics on young children in the child welfare system mirror national 
statistics (see Chapter 1), The Safe Babies Court Teams program (Zero to Three, 2015) 
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was created in 2004 with the intent of providing a concentrated and intense service 
engagement experience for child welfare involved families, involved in dependency 
proceedings with young children  (Lecklitner, Malik, Aaron, & Lederman, 1999; 
Lederman & Osofsky, 2004; National Center for Infants, Toddlers, and Families, 
2012a/b; Osofsky et al., 2007).  
The Maricopa County program began in 2011 with specific focus “on the 
developmental needs of the child and the rehabilitation of the parent(s) [with an 
understanding of] the co-occurrence of child maltreatment, substance abuse, domestic 
violence, and parental mental illness” for child welfare involved families (Arizona 
Judicial Branch, 2013). Preliminary reports (James Bell & Associates, 2009; McCombs-
Thornton & Foster, 2012) have been positive, finding that overall the Court Teams 
approach decreases the risk of additional maltreatment, increases the receipt of needed 
services, as well as promoting faster time to permanency when compared to a national 
cohort of children.  
Despite these initially strong findings, this model is limited as it focuses mainly 
on the children, with little attention being given to the parents and their lifecourse 
biopsychosocial needs (James Bell & Associates, 2009). Given the demonstrated use of 
this model and the impetus to provide intense services for young children, with the 
support of Honorable E. Ballinger, Presiding Juvenile Court Judge for Maricopa County 
at that time, specialty courts with judicial officer trained in infant mental health were 
subsequently created. 
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These specialized infant and toddler courts were created for three specific 
reasons: (1) to address the vulnerability of young children in child welfare dependency 
cases, (2) to promote familial stability, and, (3) to develop long-term prevention support 
systems lasting past case closure. After recognizing the unique perspective and expertise 
needed from specialized judicial officers, a decision was made to suspend further rotation 
of these judges to other courts. Citing the most recent quarterly report dated September 
2014: between 94% and 96% of cases involving the dependency of children less than 
three years of age in Maricopa County, were assigned to one of these specialized judges 
(Cradles to Crayons, 2014). This suggests the overall widespread use and acceptance of 
this program county wide.  
Setting. Shortly after the creation of the specialized bench, a clinical service 
component was added to the program. This combined effort was named Cradles to 
Crayons [C2C]. At C2C, families receive access to a wide variety of programs and 
community resources intended to support stability, permanency, and healthy parenting 
behaviors. As a result, the specific needs and strengths thought to unique to individual 
families can be identified.  
Making it unique from other juvenile court programs, C2C has the ability to 
provide families a streamlined, specific, and centralized service experience. A report 
dated May 31st, 2013 described the program as a “one stop shop” and that: 
By using a “one stop shop” business model, the C2C program removes barriers to 
integrated service delivery because it offers a single point of contact for 
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therapeutic visitation, parent coaching, assessment and treatment of cognitive, 
emotional, neurological and developmental delays through infant/child/parent 
relationship therapy and therapeutic childcare.  Permanency is expedited by 
addressing delays in processing dependency cases, and systemically treating the 
co-occurrence of child maltreatment, substance abuse, domestic violence and 
parental mental illness. (Maricopa County, Cradles to Crayons, 2013, page 2, 
para. 1) 
Specifically, C2C has the ability to offer parents supervised visitation, increased 
visitation, parent coaching, parent education, trauma therapy, and parent-child 
counseling. Given the specialized and intense nature of these services, there is a limit to 
how many families can be served at one time.  
C2C as well coordinates with the Court Appointed Special Advocate (CASA) 
Program. This program utilized court appointed volunteers to monitor and speak on 
behalf of maltreated children nationwide (National CASA Association, 2015). Each 
volunteer remains engaged until the case closes and assists the layers, judges, and 
guardian ad litems (attorneys who advocate for best interests of the child) in ensuring the 
children are placed in safe, stable, and permanent homes (National CASA Association, 
2015) Approximately two and a half years ago, these specialized judges, moved their 
judicial chambers and courtrooms to the C2C facility along with TERROS, the major 
drug treatment provider for the region. The state child protective agency, Department of 
Child Safety, citing the need to remove barriers to service relative to transportation and 
using a best practice model of child welfare service provision, is also co-located at C2C.   
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On average, C2C serves approximately 646 children every month and as of 
September 2013, the program expanded to a second facility in order to serve child 
welfare involved families in both the west and easy valley (Cradles to Crayons, 2014). 
This dissertation is made possible through the collaboration between ASU and the 
Superior Court in Maricopa County (please refer to Appendix A for Memorandum of 
Understanding and Appendix B for ASU IRB research approval).  
C2C operates from a trauma informed approach, however, prior to this present 
study, no specific trauma research or data collection had occurred. The present research 
proposal is made possible through these local developments, the interdisciplinary 
collaboration of partner agencies, and the support from the professional teams involved. 
Sample 
 Originally, the target recruitment group for the proposed study was based on a 
random sample of English speaking adult mothers (18 years) of young children three 
years and younger, participating in C2C clinical services. Initially designed to be a 
randomly drawn sample, the actual recruitment was drawn from the population of all new 
intakes from both C2C clinical and drug treatment services. This change from random to 
convenience sampling was instituted to: 1. ensure that the necessary sample size was 
obtained in accordance with the project timeline, and 2. improve the description of the 
population’s characteristics.  
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Typically, mothers are referred to C2C clinical services for a multitude of reasons 
including ongoing substance use, mental health needs, persistent child welfare 
involvement, and/or those who may benefit from trauma informed clinical services. 
Given that participants were drawn from both west (Durango) and east (Southeast 
Facility) program sites, it is assumed that the resulting sample is representative, as a 
whole, of a wide range of child welfare cases in Maricopa County. Traditionally 
prevalence rates are best calculated with the use of descriptive designs utilizing random 
samples (Bolen, 2002). Previous literature has noted some use with non-random 
convenience samples such as this one (Bolen, 2002; Buch, et al., 2011; Naing, Winn, & 
Rusli, 2006) however considering the overall low sample and exploratory nature, such a 
method was not appropriate in this study. As a result the rate of PTSD was used.  
Measurement 
This section describes in detail the measures used for the constructs included 
within the research questions. Specifically the instruments used to measure trauma 
symptoms, traumatic events, adult attachment, parenting behaviors, and demographics 
are included below.  
Post-Traumatic Stress Disorder (PTSD) Symptom Measure. The Modified 
PTSD Symptom Scale (MPSS) is a 17 item, self-report survey that examines both the 
frequency and severity of brief trauma in adult samples (Falsetti, Resnick, Resnick, & 
Kilpatrick, 1993). Each of the 17 questions has two parts: questions related to frequency 
are measured on a 4-point likert scale (0 = never to 3 = more than 5 times per week) and 
questions on severity are measured on a 5 point likert scale (A = no distress at all to E = 
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too much distress).  The MPSS is scored by summing both the trauma frequency and 
severity questions separately and then summing them together. Frequency scores of 23 or 
more, severity scores of 47 or more, and total scores of 71 or more indicate a clinically 
significant PTSD diagnosis. 
Previous factor analytic work indicated a strong three factor structure representing 
intrusion/avoidance, depressive structure, and hyperarousal (Stephenson, Marchand, 
Marchand, & Blasio, 2000). This scale has been shown to correspond with PTSD DSM-
IV diagnoses and has been validated against the Structured Clinical Interview for PTSD 
(Orsillo, 2001). The instrument itself has been validated both with treatment and 
community samples and has demonstrated both good test-retest (α=.96) and construct 
reliabilities (α=.97) (Falsetti, Resnick, Resnick, & Kilpatrick, 1993). Sensitivity validity 
has been estimated to be .89 and specificity validity near .65 as well with similar 
populations. Overall, these psychometric properties indicate that the instrument is well 
suited for this work. It was thought that the MPSS should take no more than 15-25 
minutes to complete.  
Traumatic Event Measures. The Trauma History Questionnaire (THQ) is a 24-
item assessment that measures trauma exposure in three domains including crime-related 
events, general traumatic events, and intrusive physical/sexual experiences (Green, 
1996). Due to the fact that the THQ does not solely focus on individual level factors, 
insight into broader perceptions and implications related to trauma can be obtained. The 
THQ is intended to collect historical data on trauma exposure and as such, it is not scored 
in a specific way. The most common method, which will be used here, is to sum the 
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number of traumatic events as well as specifically examine the areas that are exceedingly 
frequent or infrequent (Green, 1996). 
Additionally, connection between traumas during adulthood and involvement in 
the child welfare system can be explored as this instrument documents the age and 
frequency of traumatic events. The THQ meets the A1 criterion for the DSM PTSD 
diagnosis, has good test-retest reliability (α=.70) as a whole measure. Better reliability 
has been found specifically on items concerning violence such as robbery (α=.90) and 
attack with a weapon (α=.91) (Stockton, Krupnick & Green, 2011). Kappa coefficients 
are considered to be “fair to excellent” ranging from .60-.75 (Stockton, Krupnick & 
Green, 2011, p.265). Predictive validity was also found to be strong in terms of total 
number of traumas and type of trauma respective to actually predicting PTSD among 
women (Stockton, Krupnick & Green, 2011).  Furthermore, the THQ was first piloted on 
young women and has subsequently been used with diverse groups of women since it its 
creation (Green, 1996). 
 Adverse Childhood Experiences Questionnaire. The Adverse Childhood 
Experiences Questionnaire (ACE) (Felitti et al., 1998) is a 10-item questionnaire that 
assesses childhood history of abuse, neglect, and household dysfunction. The ACEs 
inventory examines traumatic events that occurred before the age of 18 and will help 
provide additional detail about experiences of child abuse. Areas that are covered include 
physical abuse, sexual abuse, generalized neglect, parental substance use, parental tension 
(as measured by separation or divorce), mental illness, witnessing domestic violence, and 
household incarceration.  
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The ACE inventory has been used widely over the past 20 years with multiple 
adult populations and has been deemed appropriate for adult women in the child welfare 
system (Felitti et al., 1998).  Previous work has demonstrated strong construct validity, 
content validity and internal consistency of the ACE questionnaire with respect to the 
retrospective measurement of childhood adversity (Felitti, et al, 1998; Wingenfield et al., 
2011).  Test-retest reliability kappas range from .55-.77 (Ritacco & Suffla, 2012) with 
convergent validity (Felitti et al, 1998; Spitzer, 2011) found to also be strong in the 
retrospective measurement of childhood traumatic events.  
Parental Psychological Maltreatment Scale. Complementing the ACE, is a 
measure on emotional abuse, the Parental Psychological Maltreatment Scale (PYS) 
(Briere & Runtz, 1988, 1990). This measure assesses childhood perceptions of emotional 
abuse before the age of 15 however it has since been modified to include emotional abuse 
prior to the age of 18 (Roe-Sepowitz, 2012). Consisting of seven items, response 
categories were also modified to include a 5 item Likert scale ranging from “never” to 
“always” in order to assist in recollection of events (Roe-Sepowitz, 2012). Questions are 
specific to parents or stepparents and cover a variety of themes including insults, 
criticism, guilt, humiliation, and embarrassment (Briere & Runtz, 1988, 1990). Past 
research using this modified measure has demonstrated its use and validity in adult 
female at risk populations (Roe-Sepowitz, 2012). The THQ, ACE, and PYS together 
wouold take an estimated 20-25 minutes to complete.  
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Adult Attachment. Relationship Styles Questionnaire/Relationship 
Questionnaire. Both the Relationship Styles Questionnaire (RSQ) and corresponding 
Relationship Questionnaire (RQ) measure adult attachment style with a 34-item, Likert-
scale instrument (Griffin & Bartholomew, 1994a/b). The RSQ/RQ conceptualizes 
attachment in terms of close relationships including romantic, interpersonal, and familial. 
Ideally, the best way to measure attachment is through a mixed methods approach that 
utilizes observational, survey and semi/un-structured interview techniques. In order to do 
such in depth data collection, the time investment necessary is greater than the time 
allotted for this cross-sectional doctoral dissertation. Thus, the use of the aforementioned 
self-report measure is reasonable even if limited.  
The RSQ does not provide a specific attachment classification as it is a. a survey 
instrument and b. acknowledges that attachment is rarely that simple. Responses are 
based on a Likert scale ranging from 1 (not like me) to 5 (very much like me). In such 
this measure helps to demonstrate how one might score respective to each attachment 
typology across a continuum. These typologies include: secure, insecure-avoidant, 
insecure-resistant, and insecure-disorganized. The RQ, in presenting four short 
paragraphs and having participants rate themselves on  a scale of 1 (not like me) to 7 
(very much like me) assists in the determination of both models of self and models of 
others.  
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Prior work has shown that the RSQ/RQ has lower alpha scores (~ .50) for secure 
attachment profiles yet has alphas ranging from .70 to .82 for insecure attachment styles 
(Fortuna & Roisman, 2008; Griffin & Bartholomew, 1994a/b). As well, higher levels of 
avoidance and anxiety on the RSQ/RQ have, in past study, predicted psychopathology 
both under high and low levels of stress (Fortuna & Roisman, 2008). According to the 
original researchers, this measure should take about 15 minutes to complete (Griffin & 
Bartholomew, 1994a/b). 
 Parenting Behaviors. Adult Adolescent Parenting Inventory -2. The Adult 
Adolescent Parenting Inventory-2 (AAPI-2) (Bavolek, 1990; Bavolek & Keene, 2001) is 
a 40 item self-report inventory containing five subscales measuring parenting and child 
rearing, that was normed on the behaviors of parents with histories of abuse (Family 
Development Resources, 2014). Specifically, the five subscales include parental 
expectations, empathic awareness, endorsement of physical discipline, parent child role 
reversal, and oppressing children’s power and independence.  
The instrument has demonstrated strong validity and reliability in this population 
and allows for the delineation between abusive and non-abusive parenting behaviors 
(Nurturing Parenting, 2003). Bavolek (1990) found that the AAPI-2 has total internal 
reliability alphas ranging from .70 to .86 with each subscale having an average internal 
reliability ranging from .80 - .85.  This instrument should take no more than 15-20 
minutes to complete.  
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Demographic Data. Demographic data including age, employment, race, 
educational attainment, number and ages of children, marital status, and housing will be 
collected. Additional information regarding self-reported substance use (history, specific 
substances used, and past treatment history), self-reported mental health (history of 
diagnosis, present medication use, and treatment history), and self-reported domestic 
violence (history of violence, type of violence, persons involved in any violence, and past 
efforts to seek out help) were also collected.  
A 29 item demographic form was subsequently created in order to gather this data 
in a concise format. The self-report items were constructed with the assistance of this 
researchers committee members as well as in utilizing past instruments (SAMHSA-
HRSA Center for Integrated Health Solutions, 2013) that were found to be valid and 
reliable for similar populations. Instruments examined included the PHQ-9 (Kroenke, 
Spitzer, & Williams, 2001),  DAST-10 (Skinner, 1982), ASSIST V3.0 (WHO Assist 
Working Group, 2002), FAST (Health Development Agency, 2002), GAD –7 (Spitzer, 
Kroenke, & Williams, 2006), PVS (Feldhaus et al., 1997), HITS (Sherin, Simacore, Li, et 
al., 1998), and WAST (Basile, Hertz, & Back, 2007; Brown, Lent, & Brett, et al., 1996; 
Brown, Lent, Schmidt, et al., 2000). While there are weaknesses associated with using 
self-report measures (Shadish, Cook, & Campbell, 2002), this project is specific to the 
mother and her personal history. Thus, it was important to obtain her first person 
perspective of her substance use, mental health, and domestic violence histories. This 
instrument as well was intended to be short taking no more than 10 minutes to complete. 
A summary of the instruments used is in Table 3.1 below: 
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Table 3.1 
Instrument Summary 
Survey Name Source Number of Items Purpose 
Demographic 
Sheet 
n/a created by 
researcher 
29 Collect information 
necessary for context and 
statistical analysis 
MPSS Falsetti, Resnick, 
Resnick, & 
Kilpatrick, 1993 
17 questions Measure trauma severity 
and frequency; provide a 
PTSD diagnosis 
PYS Briere & Runtz, 
1990 
7 (modified) Measure emotional 
abuse (adult or child) 
THQ  Green 1996 24 Measure adult traumatic 
events 
ACE Filetti et al, 1998 10 Measure childhood 
traumatic events 
RSQ/RQ Griffin & 
Bartholomew, 
1994 
34 Measure adult 
attachment, define 
attachment style 
AAPI-2 Bavolek, 1990 40 Measure parenting 
behaviors and child 
rearing 
Total  161  
Participant Criteria 
In conducting this research, all mothers with a child five years and younger who 
were new intakes to C2C services were asked to participate over the course of one year. 
Women considered at-risk, belonging to traditionally underrepresented ethnic groups, 
such as Native Americans, or who were pregnant were not specifically sought out nor 
were they specifically excluded. The only specific selection criteria was the mother had a 
child, between the ages of 0-5, who was referred to C2C clinical or drug treatment 
services, and also had a concurrent open child welfare dependency. New intakes were 
defined as mothers who have yet to begin formalized services and who are completing 
the initial paperwork for either drug treatment court and/or clinical services. Although 
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limiting the overall pool of potential participants, it was postulated that by recruiting 
mothers at the beginning of their C2C clinical services, the most accurate levels of 
traumatic exposure and symptoms would be measured as trauma specific treatment would 
have not yet been provided. 
Sample Size. This project is exploratory and the research question about a PTSD 
rate was used to determine appropriate sample size. Despite the fact that a prevalence rate 
could not be reliably calculated, the literature on prevalence rates was used to 
approximate a approximate desired sample. In determining sample size for rates, the 
researcher must determine both what the minimum expected rate is as well as the level of 
precision desired in order to have sufficient power (Daniel, 2009; Lwanga & Lemshaw, 
1991). Precision represents the selected margin of error within a rate and is similar to a 
confidence interval (Daniel, 2009; Lwanga & Lemshaw, 1991). Precision rates are 
typically held constant ranging from +/-3-5% (Naing, Winn, & Rusli, 2006). The 
minimum expected PTSD rate was drawn from previously published studies with similar 
populations.  
Previous studies calculating PTSD rates have determined that when the expected 
minimum rate of a phenomena is somewhere between 10% and 90%, it is acceptable to 
use a +/-5% precision level (Daniel, 2009; Lwanga & Lemshaw, 1991). Concretely this 
means, for example, that if a researcher proposes a minimum expected rate of 20% with a 
5% precision, the actual expected minimum rate observed could range from 15% to 25%. 
Utilizing a minimum expected rate does not inhibit the measurement of rates that are 
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higher than that; that figure simply represents the amount of participants necessary by 
which to measure the lower bound of the true rate (Daniel, 2009).  
Recent studies with comparable groups of women and mothers has reported wide 
PTSD rates ranging from 12%-84%. One study, for example, of women receiving 
outpatient services for mental illness found a PTSD rate of 43% but that of those women, 
those with schizophrenia had a PTSD rate of 30% (Gearon et al., 2003). In a sample of 
mothers living in or below poverty, one study found a PTSD rate of 12%  (Smith, 
Poschman, Cavaleri, Howell & Wonkers, 2006) and about 30% of mothers receiving first 
time home visitation had PTSD rates of about 30% (Stevens et al., 2002). When violence 
is considered, PTSD rates increase and are estimated to be as high as 80% for some 
mothers and women (Kemp, Rawlings, & Green, 1991; Vogel & Marshall, 2001). 
Conversely, when examining substance use, PTSD rates for women tend to be lower, 
between 25-30% (Brown, Stout, & Mueller, 1996).  
In referring to table 3.2 below, one can see that the higher the expected minimum 
rate is, the larger the sample size required. Based on the work cited above, with such a 
large range of PTSD rates among mothers and women and not wanting to overestimate 
the minimum expected rate, the lowest rate was used in determining sample size. Thus, it 
was reasonable to assume that a minimum expected PTSD rate among child welfare 
involved mothers would be about 10-15%.  
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By using the formula, n=z21-α/2 P(1-P)/d
2, (Lwanga & Lemshaw, 1991; Naing, 
Winn, & Rusli, 2006), the approximate sample size required thus ranged from 138 to 196 
participants. Therefore, obtaining a desired sample size between 138-150 was not only 
appropriate but also feasible in order to attain a PTSD rate in this study. Note that the 
table below was based on the work of Lwanga & Lemshaw (1991) however has been 
adapted to reflect possible sample sizes pursuant to this study.  
Table 3.2  
Sample Size Estimation for Rates 
 
Desired Precision Level Expected Minimum Rate 
 .05 .10 .15 .20 .25 
.03 203 384 544 683 800 
.04 114 216 306 384 450 
.05 73 138 196 246 288 
.06 51 96 136 171 200 
.07 37 71 100 125 147 
 
This desired sample size range additionally was intentional as it allows for the 
analysis of all of the research questions including Research Question 4, Hypothesis 5 
regarding mediation. Mediation is traditionally a large sample technique, however this 
study utilizes a simplified single mediator approach and has been shown to still estimate 
with a sample of at least 100 (p <. .05) (Cohen, 1992; MacKinnon, 2008). A recent study 
that examined published reports using mediated hypotheses found that sample sizes 
ranged from 107 to 352 (M = 187), and it was noted that smaller samples can still work 
when models are simple such as the one proposed in this study (Fritz & MacKinnon, 
2007).  
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Despite the demonstrated use with small sample sizes, employing resampling 
bootstrap corrections may be necessary if a sample less than 100 results to ensure a 
reliable analysis (Fritz & MacKinnon, 2007; MacKinnon, 2008). Reporting for just the 
west side C2C location over the past three years has noted a roster of over 1,700 children 
under the age of three alone; considering that this project collects data from two sites 
with children five and younger, attaining an appropriate sample was thought to be 
realistic and feasible in addition to being statistically justified.  
Data Collection  
 In order to access this sample, it was originally planned that this researcher would 
personally collect data for 4-5 months during Spring 2014 or until the desired sample size 
was obtained. Given that this sample is a court involved population already receiving 
clinical services through C2C, it was necessary to first go through the court research 
approval process. In January 2014, this researcher met with the clinical director who 
oversees these mothers’ cases as well as the clinicians serving them. The clinical director 
and this researcher had already established a rapport due to work on a different project 
and the line of communication was thus friendly and collaborative.  
After going over the intent of this work and the research questions, the clinical 
director offered to take the pre-selected data collection instruments and immediately 
employ them with the clinicians in the routine intake paperwork packet. In this manner, 
the four clinicians working with this population would be collecting the data instead of 
the researcher. This generous offer from the clinical director meant that data collection 
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would start much sooner than had expected and that the IRB process would be exempt as 
the researcher would not have any in-person contact with the mothers (Appendix B).  
Given that the mothers were already involved in C2C, this also was best in terms 
of continuity of care: instead of an outside researcher asking personal questions, the 
clinicians slated to work with the mothers long term would be the ones introducing the 
study and the importance of understanding trauma in child welfare involved samples. 
Additionally, since C2C is a trauma informed program with the intent of understanding a 
mother’s trauma history, symptoms, and coping behaviors, it was also assumed that 
providing the therapists with this in-depth detail would further benefit the client and her 
children long term.  
After the project was presented to the mothers, they were given the option to 
participate. No incentive was offered as the study instruments became integrated into the 
routine clinical paperwork packet; through the court approval process, it was thought that 
any incentive may be coercive or manipulative. If they agreed to participate, the mothers 
were given the option to complete the instruments themselves or to have their therapist 
read them out loud. Even if the mother elected to complete the instruments herself, the 
therapist remained in the room with her. In this manner, if a mother’s trauma was 
triggered during data collection, the therapist would be present to deescalate and provide 
immediate counseling while concurrently making note of events, people, or memories 
that are triggering for the clinical record. Subsequently, the study instruments are thought 
to contribute to the trauma informed approach at the core of the C2C model. Noting the 
need for this type of data collection, the clinical director reports that she plans to adopt 
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the instruments used in this study as part of her normal operating intake procedure after 
the project data collection is over. It was also estimated by the clinical director that less 
than 2% of mothers refused to participate.  
Approval Process 
This study is anonymous and the IRB approval process thusly consisted of an 
exempt form with a relatively quick approval received in June 2014 (see Appendix B). 
As mentioned briefly above, the court approval process was initiated early in January 
2014 and was not complete until September of the same year. Anticipating that the court 
approval process would take some time involving the court attorneys, the clinical director 
began implementing the instruments in early March 2014. When the court documents 
were approved, via a judicial order (see Appendix A), the de-identified data was placed 
into a secure database for analysis. 
Analysis Plan 
 This study proposes the following research questions with respect to maternal 
trauma symptomology, lifecourse traumatic events, child welfare involvement, and adult 
attachment in Table 3.3 below: 
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Table 3.3 
Study Research Questions 
Study Research Questions  
Research Question 1. What is the rate of adult Post Traumatic Stress Disorder (PTSD) 
among a sample mothers of young children involved in child welfare? 
Research Question 1.1: How does the rate of adult PTSD among this sample 
compare to previously published rates in the general population?  
Research Question 1.2: How does the rate of adult PTSD among this sample 
compare to previously published rates in other high risk groups, specifically 
women with substance use disorders, women receiving mental health treatment, 
women with domestic violence history, low income pregnant women, as well as 
women involved in home visitation programs? 
Research Question 1.3: What is the co-occurrence of a. trauma and substance 
use, b. trauma and mental illness, and c. trauma and domestic violence in this 
sample? 
Research Question 2: What are the specific manifested trauma symptoms among a 
sample of mothers of young children involved in child welfare? 
Research Question 2.1: What is the rate of manifested trauma symptoms in this 
sample of mothers in the areas of intrusion/avoidance, depressive feelings, and 
hyperarousal? 
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Research Question 2.2: What is the severity of manifested trauma symptoms in 
this sample of mothers in the areas of intrusion/avoidance, depressive feelings, 
and hyperarousal? 
Research Question 3: What is the frequency of lifecourse traumatic events that have 
occurred among a sample of mothers of young children involved in child welfare?  
Research Question 3.1: What are the specific traumatic events reported among 
this sample both during childhood and adulthood? 
Research Question 3.2: When did mothers in this sample first experience 
traumatic events in the areas of crime, general trauma, and physical/sexual 
experiences? 
Research Question 3.3: What is the number of adverse childhood experiences, 
including emotional, sexual, and physical abuse that have occurred among this 
sample of mothers and how does this compare to previously published rates for 
the adult population? 
Research Question 4. What are the relationships between adverse childhood 
experiences, traumatic adult experiences, adult attachment style, adult trauma 
symptomology, and parenting among a sample mothers of young children involved in 
child welfare?  
Hypothesis 4.1: Adverse childhood experiences are positively associated with 
insecure or weakened attachment styles.   
91 
Hypothesis 4.2: Adverse childhood experiences and adult trauma exposure are 
positively associated with trauma symptomology severity 
Hypothesis 4.3:  Adverse childhood experiences and adult trauma exposure are 
positively associated with insecure or broken attachment styles.  
Hypothesis 4.4: Model of self and model of others are positively associated 
with negative parenting behavior. 
Hypothesis 4.5: Insecure adult attachment will partially mediate the effects of 
trauma symptoms on parenting behavior. 
Referencing Research Question 4, Hypothesis 5 specific to the examination of the 
partially mediating effects of adult attachment with respect to trauma symptoms on 
parenting, the following path model is provided for enhanced clarity. Note: The square 
boxes in the model below represent measured variables; IV refers to the Independent 
Variable, PM represents [partial] Mediator, and DV represents Dependent Variable 
(Mackinnon, 2008).   
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Model 3.1 
Hypothesized Partial Mediation Model 
 
 
 
 
 
 
 
 
 
 
Data Analysis 
In order to analyze the data collected, an important first step was ensuring that 
data collection instruments have reliable alpha coefficients for this sample via 
Cronbach’s alphas. Descriptive information based on the demographic variables will be 
displayed in tables and described in text. Means, ranges, standard deviations, and 
variances are provided where appropriate.  
Descriptive statistics were used to understand the nature of adult traumatic events 
in this population both with MPSS and THQ data. ACE and PYS scores will be summed 
to measure the extent of exposure to childhood traumatic events and emotional abuse 
(Briere & Runtz, 1988, 1990; Filetti et al., 1998). The distributions of scores and 
measures of central tendency for each item in addition to the total score were examined 
for normality. 
 Adult attachment data can be difficult to analyze and one of the benefits of using 
the RSQ/RQ is that it is one of the easier attachment measures to use and score. The 
IV: Trauma 
(total, severity, 
frequency) 
PM: 
Attachment 
Style 
DV: Parenting 
Behavior 
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measure contains five questions relative to secure attachment, four questions each for 
disorganized and resistant attachment, and five for avoidant attachment. Two of the five 
items specific to secure attachment are reverse scored and each mean subscale was 
calculated and compared in order to obtain an understanding of the strength and 
dominance of an attachment classification for this sample. 
In order to obtain the value for the model of self, it was necessary to add the 
scores from the secure and avoidant domains and subtract that value from the combined 
score of the disorganized and resistant domains from the RQ. The model of others was 
derived from adding the secure and resistant domains and subtracting that value from the 
sum of the avoidant and disorganized domains from the RQ. The AAPI-2 responses were 
examined in terms of means, standard deviations, and ranges for the total scale as well as 
each of the five subscales and then inputted into the regressions and mediation analyses.  
 Analysis of Hypothesis 
The first two research questions are specific to the rate of adult trauma exposure, 
adult PTSD, and specific trauma symptomology. Means and standard deviations (or 
percentages if appropriate) were calculated for the MPSS and the THQ. The co-
occurrence between trauma and mental health, trauma and substance use, and trauma and 
domestic violence were analyzed with correlations. The MPSS sub and total scales were 
summed in order to provide a clinical diagnosis of PTSD.  
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To calculate rate, the number of mothers with clinically significant PTSD was 
divided by the total number in the collected sample (Gerstman, 2015) and converted into 
a percentage. Findings on PTSD rates were compared against published literature with 
similar high-risk groups including women with substance use disorders, women receiving 
mental health treatment, women with domestic violence history, low income pregnant 
women, as well as, women involved in home visitation programs. 
The third research question was concerned with childhood traumatic events and 
childhood emotional abuse. Data from PYS and ACE, were analyzed descriptively 
through percentages, means, and standard deviations to report type and frequency of 
childhood traumatic events. The use of tables provided further description of the data in 
the first three research questions.  
In order to assess the fourth research question, ACE scores were regressed on 
adult trauma, controlling for possible confounding variables including income, age, 
educational level, ethnicity, and marital status. Linear regression was used in this analysis 
and the assumptions of this analysis were met in terms of normality, sample size, and 
variability among the measured variables themselves. 
Finally, the fourth question concerns the relationship between trauma and adverse 
childhood experiences, the relationships between models of self and others and parenting, 
as well as the relationship between trauma and parenting behaviors as mediated by adult 
attachment.  
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In order to examine adult attachment, the RSQ and RQ were scored according to 
their instructions (Griffin & Bartholomew, 1994). The RSQ contains items that are 
specific to the attachment domains of secure, avoidant, resistant, and disorganized, and 
the RQ provides information concerning ones model of self and model of others. 
Correlations between: 1. adverse childhood experiences and insecure/weakened 
attachment styles,; 2. adverse childhood experiences, adult trauma exposure and trauma 
symptom severity; 3. adverse childhood experiences, adult trauma exposure and 
insecure/weakened attachment; 4. and models of self/others and parenting behavior were 
calculated in addition to means, standard deviations, ranges, and variances when 
appropriate.  
Pursuant to Research Question 4, Hypothesis 4.5, mediation analysis was used to 
identify the presence of a third variable and the effect that said variable has on the 
relationship between the independent and dependent variables (MacKinnon, 2008). In 
order to attain the most accurate findings, the Product of Coefficients method was used to 
test for partially mediating effects (MacKinnon, Fritz, Williams & Lockwood, 2007; 
MacKinnon, 2008) along with the multivariate delta method to calculate both the 
standard errors (Tofighi & MacKinnon, 2011) and the confidence intervals (Fritz & 
Mackinnon, 2007; MacKinnon, 2008). The program R Mediation was used to test 
significant mediation (Tofighi & MacKinnon, 2011). All other data analysis utilized the 
statistical program SPSS (IBM, 2012).  
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All missing data were examined and the nature of missingness (random, 
completely at random, systematic, etc.) was explored (Zhang & Wang, 2013). Through 
such examination, missing data was not found to be a problem in this study as no pattern 
was found. Both an R2 and Adjusted R2 effect size were used to estimate how much 
variance was accounted for by the mediating variable (MacKinnon, 2008). Finally, the F 
statistic and degrees of freedom were presented for significant mediational models. All 
other non-significant findings were presented in tables (Hancock & Mueller, 2010). 
Chapter IV follows and presents the findings and statistical tests pursuant to the 
methodology and examination of the aforementioned research questions.  
 
 
 
 
 
 
 
 
 
 
 
 
 
97 
CHAPTER 4 
RESULTS AND FINDINGS 
This chapter presents the findings from the data collection described in the 
preceding methods chapter. This chapter begins by first presenting descriptive statistics 
specific to this sample in the areas of age, ethnicity, marital status, education, 
employment, income, service utilization, and living situation. Descriptive statistics 
relative to substance use, mental health, and domestic violence will also be presented. 
Discussion and interpretation of these analyses is predicated on a thorough description of 
the findings for each research question. The analysis for this study took into account the 
assumptions required for each test including normality, sample size, missing data, and 
reliability of selected instruments. Unless otherwise specifically noted, these assumptions 
were not violated nor were corrections needed to the analyses.  
The findings from the four research questions are presented in the following 
order: 1) Rate of Adult Post Traumatic Stress Disorder (PTSD) and co-occurrence 
between PTSD and substance use, PTSD and mental, health and PTSD and domestic 
violence (Research Question 1); 2) Manifested trauma symptom severity in the areas of 
avoidance/intrusion, depression, and hyperarousal (Research Question 2); 3) Traumatic 
event exposure in childhood and adulthood (Research Question 3); and 4) Relationships 
among childhood traumatic events, adult traumatic events, adult attachment style, and 
adult trauma symptomology (Research Question 4). Tables with full detail are provided 
in the Appendix D, and are presented where appropriate in text.  
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Description of the Sample 
Descriptive statistics in the form of means, standard deviations, minimums and 
maximums were calculated for this sample in terms of age, ethnicity, marital status, 
education, employment, income, service utilization, and living situation. These data were 
collected with a composite of SAMSHA validated tools used previously with comparable 
populations (SAMHSA-HRSA Center for Integrated Health Solutions, 2013). With 
respect to these descriptive data, there were very little missing data, and the total sample 
size was N = 141 participants.  
Age and pregnancy. The mothers in this sample were on average 27.2 years of 
age (SD = 5.5) and ranged from 18-42 years old. The mothers had on average three 
children, however, this ranged from one child to a total of nine children. A little over nine 
percent of mothers stated that they were pregnant, and five percent of the sample was 
unsure if they were pregnant at the time of data collection. Please see Table 4.1 for detail 
in this area. 
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Table 4.1 
Age and Pregnancy  
Variable Min Max M(SD) N 
Age  18 42 27.21(5.52) 141 
Number of Children 1 9 3.10(1.80) 140 
Child Ages 
Age of First Child  1 month 19.92  6.97(5.64) 140 
 Age of Second Child 1 month 18.00 6.00(4.88) 106 
Age of Third Child  1 month 17.00 4.78(4.56) 79 
Age of Fourth Child  1 month 14.00 3.18(3.41) 53 
Age of Fifth Child (N=23) 2 months 11.00 3.30(3.13) 23 
Age of Sixth Child  3 months   8.00 3.32(3.05) 14 
Age of Seventh Child  2 months   4.00 2.17(1.17) 7 
Age of Eighth Child  1 month   2.00 11 months(1.00) 3 
Age of Ninth Child  1 month 1 month 1(/) 1 
 Yes Unsure  
 Percent Frequency Percent Frequency  
Currently Pregnant 9.2 13 5 7 138 
 
Ethnicity. A majority of the sample was white (48%), followed by Hispanic 
(31%), African American (12%), Native American (3.5%), Asian (2%), and Pacific 
Islander (7%). Three and a half percent of the sample responded “other” with respect to 
ethnicity; this other category was either left blank or had responses including multi-racial, 
bi-racial, and Creole. Please see Table 4.2 for more information.  
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Table 4.2 
Ethnicity  
Variable Frequency (N) Percentage 
White 67 47.5 
Black 17 12.1 
Hispanic 43 30.5 
Asian 3 2.1 
Native American 5 3.5 
Pacific Islander 1   .7 
Other* 5 3.5 
*includes multi racial, Creole, biracial  
 
Marital status. Over 58% of the mothers in this sample reported that they were 
single and only about 16% stated that they were married. Fourteen percent were 
unmarried partners, and 5.7% each were divorced or separated. Less than 1% of the 
sample responded unknown to this question. This information is contained in Table 4.3 
below. 
Table 4.3 
Marital Status 
Variable Frequency (N) Percentage 
Unknown 
1     .7 
Single 
83 58.9 
Married 
22 15.6 
Divorced 
8   5.7 
Unmarried Partners 
19 13.5 
Separated 
8   5.7 
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Education, employment, and income. Over 61% of the sample was unemployed 
with 13.5% employed part-time, and 14.2% employed full time. Not employed due to 
disability or being involved with rehabilitation services represented each 1.4% of the 
sample. Slightly over 7% (7.1%) responded that they were not working for other reasons.  
The majority of the sample was living in poverty with almost 60% making less 
than $5,000 per year. About 12% of mothers reported annual incomes between $5,001 
and $10,000; about 15% made between $10,001 and $20,000, 5% made between $20,001 
and $30,000, about 3% made between $30,001 and $40,000, and less than 2% of the 
sample earned $40,001 or more annually. Overall mothers in this sample earned an 
average annual income between $5,001 and $10,000 dollars.  
Specific to education, 6.4% of the sample had not achieved above the eighth 
grade. About 36% had completed the eleventh grade, and 57.2% had completed high 
school. Only 35% of mothers had completed some college with 5% earning a college 
degree. Overall, the mothers in this sample had an average education equivalent to the 
eleventh grade. This information is shown in Table 4.4 below.  
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Table 4.4 
Education, Employment, and Income 
Variable Frequency (N) Percentage 
Education 
6th grade 
1     .7 
7th grade 
1     .7 
8th grade 
7   5.0 
9th grade 
16 11.3 
10th grade 
9   6.4 
11th grade 
26 18.4 
High School Graduate 
25 17.7 
Some College 
49 34.8 
College Graduate 
7   5.0 
 
  
Employment 
Unemployed 
87 61.7 
Part time 
19 13.5 
Full time 
20 14.2 
Not employed, disability  
2   1.4 
Not employed, rehab 
2   1.4 
Retired 
10   7.1 
 
  
 
Income (in dollars, annually) 
<5,000 
84 59.6 
6,000-10,000 
17 12.1 
11,000-20,000 
21 14.9 
21,000-30,000 
7   5.0 
31,000-40,000 
4   2.8 
41,000-50,000 
2   1.4 
>51,000 
2   1.4 
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Service utilization and living situation. Part of the demographic instrument 
included items specific to current service utilization in the areas of both public assistance 
and community aid. Over 75% of mothers responded that they utilized Food Stamps or 
WIC (a food program for Women, Infants, and Children), over 68% were enrolled in the 
state sponsored public health care system, and about 14% received services through the 
state public mental health system. Slightly over 7% (7.1%) used public housing vouchers 
through the Section 8 program, 9.2% were enrolled in either Social Security Income or 
Social Security Disability Income (SSI/SSDI), 5% received state sponsored daycare 
services, and 3.5% received cash assistance.  
Twenty nine percent of mothers relied on community food boxes and about 8% 
responded that they used “other” services including domestic violence shelters, drug 
treatment facilities, and rehab centers to meet their basic needs. About 32% of the 
mothers in this study lived with family, 26% lived with a significant other, and 15% lived 
alone. Eleven percent lived with friends and 13.5% reported that they were homeless. 
This information can be found in Tables 4.5 and 4.6 located in Appendix D. 
Substance Use, Mental Health, and Domestic Violence 
Much like the above described demographic variables, data on substance use 
history, treatment, and current use, mental health history, treatment, and current 
symptoms, and domestic violence history were collected. The data were self-reported on 
the basis of a Likert type scale. Reliability analyses were run with Cronbach’s alphas and 
are found in Table 4.40 which is located in Appendix D. Reliability for the substance use 
scale was α = .62, for the mental health scale α =.90, and for the domestic violence scale 
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was α = .92. All of the reliability coefficients presented are unstandardized. This was due 
to the nature of the data in that it was raw and was not standardized (Falk & Savalei, 
2011). If converted into units of standard deviation, the standardized alpha would be 
more appropriate (Falk & Savalei, 2011). Poor reliability consists of values <.70, 
acceptable reliability consists of values ≥.70, and excellent reliability consists of values 
≥.90 (Nunnally & Bernstein, 1994). 
Substance Use 
Current drug use was based on a five point Likert scale including “never, once or 
twice, monthly, weekly, or daily” as responses to drug use over the past three months. 
Questions about alcohol, cigarettes/tobacco, marijuana, crack cocaine, cocaine, 
heroin/opioids, prescription pills, methamphetamine, hallucinogens, sedatives, and 
inhalants were asked. With the 12-item measure it was found that about 11% mothers 
reported that they were currently using drugs not required for medical conditions. Over 
55% responded that at one time or another they were involved in substance use treatment. 
The average age of first drug use was reportedly 15.5 years (SD = 4.0, range 8-30 years 
old). The most frequently used substances in this sample included cigarettes/tobacco, 
methamphetamine, marijuana, and alcohol. 
Almost 70% of mothers reported that in the past three months they had not used 
any alcohol while 18% reported use once or twice. About 3% of the sample reported 
monthly, weekly, and daily use. Overall, 30.5% of mothers used alcohol at least once in 
the past three months. Approximately 35% of mothers reported never using cigarettes or 
tobacco, 4.3% reported at least once or twice, 1.4% reported monthly, 5% weekly, and 
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50.4% daily over the past three months. Overall, about 65% of mothers used cigarettes or 
tobacco at least once in the past three months. 
About 72% of mothers reported never using marijuana, 9.2% reported once or 
twice, 1.4% monthly, 8.5% weekly, and 5% daily. Almost 28% of mothers used 
marijuana at least once in the past three months. Cocaine and crack cocaine were 
measured separately although similar rates were found: 92-93% of mothers reported 
never using the drug 2-3% reported once or twice, 0% reported monthly or weekly, and 
1.4% reported daily use. On average 6-7% of mothers used crack or crack cocaine at least 
once in the past three months. 
Heroin/opioids [heroin], prescription pills and methamphetamines had similar 
rates of use in this sample. Slightly over 87% of mothers reported never using heroin, 
1.4% reported once or twice, 0% reported monthly use, about 3% reported weekly use 
and 5% reported daily use. Prescription pill use was slightly higher than heroin use with 
78% of mothers reporting no use in the past three months. About 6% reported using once 
or twice, 1.4% reported using monthly, 2.1% reported weekly use and slightly over 9% 
reported daily use. Overall 22% of mothers reported using prescription pills at least once 
in the past three months. Similar to prescription pills was methamphetamine use with 
76% of the sample reporting no use, 4.3% each reporting once or twice and monthly use, 
about 6% reporting weekly use and 7% reporting daily use. In total, this equates to about 
24% of mothers using methamphetamine at least once in the past three months.  
 
106 
Hallucinogen, sedative, and inhalant use were all reportedly low with 94-97% of 
mothers reporting no use at all. Less than 1% of mothers reported any use across the 
categories of once or twice, monthly, weekly, or daily. On average, across these three 
substances about 5% of mothers used one of these substances over the past three months. 
Across substances, average use of one of class of drugs (alcohol, tobacco, marijuana, 
crack cocaine, cocaine, heroin, prescription pills, methamphetamine, hallucinogens, 
sedatives or inhalants) in the past three months was about 18% of mothers who would 
have used one class or another of drugs over three months’ time. This information can be 
found below in Table 4.7. 
Table 4.7 
Substance Use History and Treatment 
Variable Frequency who responded yes (N) Percentage who 
responded yes 
Do you use drugs not 
required for any medical 
conditions? 
15 10.6 
Prior Treatment for 
Substance Use 
78 55.3 
Drug Use initiation M(SD) Min, Max 
Age (in years) 15.5(4.02) 8, 30 
Substance Used, past three 
months 
Percentage who use 
 Never Once or 
Twice 
Monthly Weekly Daily % using 
at least 
once 
Alcohol  69.5 18.4 2.8 2.8   3.5 30.5 
Cigarettes/Tobacco 35.5   4.3 1.4 5.0 50.4 64.5 
Marijuana 72.3   9.2 1.4 8.5   5.0 27.7 
Crack Cocaine 92.9   2.8    0    0   1.4   7.1 
Cocaine 93.6   2.1    0    0   1.4   6.4 
Heroin/Opioids 87.2   1.4    0 2.8   5.0 12.8 
Prescription Pills 78.0   6.4 1.4 2.1   9.2 22.0 
Methamphetamine  75.9   4.3 4.3 5.7   7.1 24.1 
Hallucinogens 94.3   1.4    0 1.4      0   5.7 
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Sedatives  94.3     .7 1.4    0     .7   5.7 
Inhalants 97.2     0 1.4 1.0      0   2.8 
Other 94.3     0    0 1.4     .7   5.7 
Overall Average, across substances=17.92% 
 
Mental Health 
Similar to drug use, mental health history, treatment, and symptoms over the past 
three months were measured using a nine-item instrument. Forty five percent (n = 64) of 
mothers reported that they were told at some point that they had a mental illness, about 
37% (n = 53) reported prior treatment for a mental illness, and slightly over 26% (n = 37) 
reported that they currently took medicine for a mental illness. An open response 
question allowed the mothers to specify their mental health diagnosis history; these 
responses were recorded and later collapsed based on commonality. The most common 
mental illnesses reported were PTSD (11.4%), Anxiety and Depression (22%), and 
Bipolar Disorder (13%). Note that frequencies for these above mentioned mental illness 
were not calculated as mothers often picked more than one category. 
In terms of specific mental health symptoms over the past three months, mothers 
were asked to record their degree of symptoms in several categories using a five-point 
Likert scale with response including “not at all, sometimes, half the time, almost every 
day, and every day. Symptom categories included loss of interest, feeling sad or 
depressed, disrupted sleep, disrupted eating, feeling bad about oneself, difficulty 
concentrating, inability to sit still, feeling like you were moving in slow motion and 
wanting to hurt yourself.  
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About 41% of mothers reported no loss of interest, 38% reported loss of interest 
sometimes, 10% reported loss of interest half the time, 9% almost every day, and less 
than 1% every day. About 21% of mothers overall had loss of interest at least half the 
time over the past three months. About 15% of mothers did not have any sadness or 
depression whereas 42% had some, 21% reported sadness each half the time and almost 
every day, and less than once percent reported sadness every day. In sum, 43.1% of 
mothers reported sadness or depression at least half the time over the past three months. 
Disruptions to sleep were consistently reported across the scale save for every day 
experiences: 22% reported no disruptions, 26% reported some, 23% reported disruptions 
about half the time, about 28% reported disruptions almost every day and less than 1% 
reported disruptions every day. Thirty four percent of mothers reported disrupted sleep at 
least half the time over the past three months.  
Disruptions to eating, feeling bad about oneself, and difficulty concentrating were 
similar with about 33-36% of mothers reporting no symptoms over the past three months. 
Thirty one percent of mothers reported some disrupted eating, 18% reported disrupted 
eating about half the time and about 15% almost every day. Over 38% of mothers 
reported feeling bad about themselves sometimes, 13% about half the time, and about 
14% almost every day. Nearly 40% of mothers reported difficulty concentrating 
sometimes, 9% about half the time, and about 16% almost every day. Less than 1% 
reported having disrupted eating, feeling bad about oneself or difficulty concentrating 
every day. On average 34% of mothers had disrupted eating half the time or more, 28% 
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felt bad about themselves half the time or more, and 27% had difficulty concentrating 
half the time or more. 
With respect to not being able to sit still or feeling fidgety about 47% of mothers 
reported no symptoms, whereas 32% reported symptoms sometimes, and 9% reported 
symptoms about half the time. Eleven percent reported inability to sit still almost every 
day, and less than one percent reported this happening every day. On average about 21% 
of mothers experienced the inability to sit still half the time or more over the past three 
months. Conversely, about 60% of mothers reported no symptoms at all when it came to 
feeling like everything was moving in slow motion. Twenty six percent of mothers 
reported this slow motion sometimes, 3% about half the time and about 11% almost 
every day. No mothers reported this happening every day and overall 34% of mothers 
experienced this at least half the time or more over the past three months.  
The last item, feeling like you wanted to hurt yourself, was the lowest overall with 
89% of mothers responding not at all, 9% responding sometimes, 0% responding half the 
time or almost every day, and less than 1% responding almost every day. Across these 
mental health symptoms, it was found that about 33% of mothers would experience at 
least one of the categories half the time or more. This information can be found in Table 
4.8 below. 
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Table 4.8 
Mental Health History and Symptoms 
Variable Frequency who responded yes (N) Percentage who 
responded yes 
Mental Health History 
Has anyone told you 
that you have a mental 
illness 
64 45.4 
If yes what did they say you had?* 
Anxiety & Depression 31 22.0 
Bipolar 18 12.8 
Schizophrenia  2   1.4 
Asperger’s 1     .7 
OCD 4   2.8 
ADHD/ADD 6   4.3  
Addiction 7   1.4 
PTSD 16 11.4 
Prior Treatment for 
Mental Health 
52 36.9 
Do you take medicine 
for a mental illness 
currently? 
37 26.2 
Mental Illness 
Symptoms, Past 3 
months 
Percentage  
 Not 
at all  
Sometimes Half 
the 
time 
Almost 
Everyday 
Everyday % at 
least 
half the 
time 
Loss of interest 41.1 37.6   9.9   9.2 .7 21.3 
Feeling sad/depressed 14.9 42.0 20.6 20.6 .7 41.3 
Disruptions to 
sleeping 
22.0 25.5 23.4 27.7 .7 52.5 
Disruptions to eating 35.5 30.5 17.7 14.9 .7 34.0 
Feeling bad about 
oneself 
34.0 38.3 12.8 13.5 .7 27.7 
Difficulty 
Concentrating 
33.3 39.7   9.2 16.3 .7 27.0 
Fidgety/Cannot sit still 46.8 31.9   8.5 10.6 .7 21.3 
Felt like you were 
moving in slow 
motion  
59.6 25.5   2.8 11.3 0 34.1 
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Wanted to hurt 
yourself 
89.4   9.2 0 0 .7   1.4 
Overall Average, across symptoms excluding wanting to hurt oneself at least half the 
time = 32.63% 
*could pick more than one 
 
Domestic Violence 
The last category in this descriptive section relates to domestic violence exposure 
and history throughout the lifecourse. A 10 item scale with dichotomous (yes/no) answers 
were asked in the areas of possessiveness, control, threats to harm, violence or past 
fighting, pressured sexual activity, pressured drug use, physical abuse, causing worry to 
others and feeling scared overall.  
Specific to possessiveness and control, about 70% of mothers responded that this 
had occurred to them throughout their life. Fifty one percent of mothers or their children 
were threatened at some point and about 75% of mothers were involved in relationships 
with histories of violence or fighting. Forty percent of mothers were pressured or forced 
into unwanted sexual acts and 47% were pressured or forced into substance use. Seventy 
four percent of mothers responded they were involved in relationships where they were 
blamed for everything and where physical abuse occurred. Sixty five percent of mothers 
responded that their friends and family worried about them in the context of these 
relationships, and 60% responded that they were scared at some point in the context of 
these relationships. The overall average of experiencing one of the ten categories of 
domestic violence throughout life was 62.5%. 
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It was found that about 10% of mothers experienced domestic violence prior to 
the age of five, 11% in between 6-10, about 13% between the ages of 11-15, 14% from 
the ages of 16-18, and 19% from the ages of 19-25. Almost 9% of mothers experienced 
domestic violence for the first time between the ages of 26-30, and 4% from 31 and older. 
Overall, average age of first exposure was 15.3 years old.  
Aside from experiences and age of exposure, mothers also had the option to 
answer questions about who perpetrated the violence, and any help seeking behavior. 
Over 82% of perpetrators were male romantic partners, 17% were fathers/stepfathers, 
12% were mothers/stepmothers, 9% were male relatives, 4-5% were female friends or 
relatives, and 4% were male relatives. There was also an option to include more detail in 
the other category. About 10% of mothers selected this category and included persons 
such as babysitters, strangers, and neighbors.   
With regard to help seeking behaviors for domestic violence about 53% of the 
sample responded that they did seek out assistance. About 32% went to the police or 
called 911, over 36% went to family members, 12% went to their child welfare social 
worker, and 16% went to a friend. Slightly over 1% went to another social worker and 
about 23% went to another source that included churches/pastors, domestic violence 
shelters, hospitals, rehabilitation centers, and therapists.  
The remaining 48% of mothers who did not seek out help had the free form 
option to discuss why this occurred. Responses were organized based on theme and 
collapsed during analysis. The most common responses included ending the relationship 
(19.6%), fear of being abused again (14.3%), thinking it was normal (14.3%), wanting to 
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deal with it alone (7.1%), telling a therapist or police officer without action being taken 
(7.1%), and being a child (7.1%). Other responses included not wanting to create 
drama/more trouble (5.4%), already being on probation (5.4%), moving in with family to 
get away (5.4%), feeling like no one cared (5.4%), moving to a shelter (3.6%), the 
offender going to prison (1.8%), and both parties being at fault (1.8%). This information 
can be found in Tables 4.9-4.11 below. 
Table 4.9 
Domestic Violence History 
Variable* Frequency who 
responded yes (N) 
Percentage who 
responded yes 
Was jealous and possessive and wouldn’t let 
you have friends or go out in public? 
98 69.5 
Tried to control you by making all the 
decisions and by being bossy? 
99 70.2 
Threatened to hurt you or your children? 72 51.1 
Was violent or had a history of fighting? 105 74.5 
Pressured or forced you to do sexual things 
when you didn’t want to? 
56 39.7 
Used drugs and alcohol and pressured you to 
do the same thing? 
66 46.8 
Blamed you for everything? 104 73.8 
Hit, pushed, choked or hurt you physically in 
any other way? 
104 73.8 
Caused your family and friends to worry about 
you or your children? 
92 65.2 
Scared you for any other reason? 85 60.3 
Average across categories, 62.49% 
*could pick more than one 
 
 
Table 4.10 
Domestic Violence, Perpetrator, Age, and Help Seeking History  
Who did this happen with?  
 Percentage* Frequency (where appropriate)* 
Male Romantic Partner 82.3 Not appropriate* 
Female Romantic Partner   2.1  
Mother/Step mother 12.1  
Father/Step Father 17.0  
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Female Relative   4.9  
Male Relative   9.1  
Female Friend   5.7  
Male Friend   3.5  
Other1   9.9  
How old were you when this first happened?  
<5 years   9.9 14 
6- 10 years 10.6 15 
11-15 years 12.8 18 
16-18 years 14.2 20 
19-25 years 19.2 27 
26-30 years   8.5 12 
30+ years   3.5 5 
Overall average age, first 
exposure 
15.3  
Did you get help?  
Yes 52.5 65 
No 47.5 56 
If so where did you go?*  
Police/911 31.9 Not appropriate* 
CPS Social Worker 12.1  
Other Social Worker   1.4  
Family 36.2  
Friend 16.3  
Other2 23.4  
1other included: babysitters, strangers, neighbors 
2other included: churches/pastors, DV shelters, hospitals, rehab 
centers, therapists 
*could pick more than one 
 
 
Table 4.11 
Domestic Violence, Reasons for not seeking help 
If no why not?(n=56) 
 Percentage Frequency (N) 
Both were at fault   1.8 1 
Scared of being abused again 14.3 8 
Didn’t need help/deal with alone   7.1 4 
Thought it was normal 14.3 8 
Didn’t want to create drama   5.4 3 
Ended the relationship 19.6 11 
Was already on probation, involving in illegal activity   5.4 3 
Moved in with family   5.4 3 
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Went to shelter   3.6 2 
Offender went to prison   1.8 1 
Told therapist or police, nothing happened   7.1 4 
No one cared   5.4 4 
Was a child   7.1 
 
4 
 
Research Question 1: PTSD Rate 
The first research question concerns calculating a PTSD rate for this sample and 
then comparing that rate to previously published rates with similar populations and the 
general population. This first question also examines the co-occurrence between trauma 
and substance use, trauma and mental health, and trauma and domestic violence.  
Through the application of the Modified Indicators of PTSD scale, 17 items 
relative to trauma symptoms were asked in the areas of both frequency and severity. 
Responses to frequency ranged from 0-3 with 0 representing no occurrence, 1 
representing once a week or sometimes, 2 representing between two and four times a 
week, and 3 representing more than five times each week. Severity was measured on a 
scale of 1-5 with 1 representing no distress at all, 2 representing some distress, 3 
representing moderate distress, 4 representing much distress, and 5 representing too much 
distress. To score this instrument, the severity scores and frequency scores are each 
summed and then combined to get the overall sum. A severity score of 47 or higher, a 
frequency score of 23 or higher and a total score of 71 or higher indicates clinically 
significant PTSD. The reliability for this instrument was excellent with the composite 
measure α = .97, the severity subscale α = .95, and the frequency subscale α = .94. Please 
see Table 4.40 in Appendix D for more information. 
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The average total score (N = 130) for this measure was 56.7(SD = 31.1) however 
34.6% of mothers met the clinical PTSD cutoff. The total average severity score (N = 
130) was 39.5(SD = 18.1) with 33.6% of the sample meeting the clinical PTSD cutoff 
based on severity alone. As for frequency (N = 134), the sample average was 19.3(SD = 
13.4) with 38.8% of the mothers meeting the clinical PTSD cutoff based solely on 
frequency.  This means that based on whether the composite severity or frequency score 
is examined, the PTSD rate for this population would range from about 35-39%. Please 
see Table 4.12 below. 
Table 4.12 
PTSD Rates 
 Percent Meeting Clinical Cutoff n 
Total Trauma Score 34.6 130 
Trauma Severity 33.6 130 
Trauma Frequency 38.8 134 
 
The required sample size needed to detect the hypothesized minimum PTSD rate 
of 10-15% (see Chapter III) was 138; recall, that this minimum expected rate dictates the 
sample size required. The resulting rate is not precluded from being higher as was found 
in this study. Therefore, it is not thought that reliability nor power were problematic for 
this exploratory question and that this rate is preliminary and serves as a baseline for 
moving forward with future research. 
This rate compares to previously published rates in the general population which 
are estimated to range from 6-8%; this sample of mothers has PTSD rates on average that 
are 4-6 times higher than the general population (Friedman et al., 2007). In terms of 
population specific comparisons, previous work has found that women with substance 
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use disorders have PTSD rates of about 25-42% (Brown, Stout, & Mueller, 1996; Dansky 
et al., 1995) and women receiving psychiatric outpatient services have PTSD rates of 
about 43% (Gearon et al., 2003). Approximately 30% of women with schizophrenia have 
a diagnosis of PTSD (Gearon et al., 2003) and about 45-84% of women with domestic 
violence history meet the clinical diagnosis for PTSD (Kemp, Rawlings, & Green, 1991; 
Vogel & Marshall, 2001). About 12% of low income pregnant women have PTSD 
(Howell & Wonkers, 2006), and about 30% of mothers receiving first time home 
visitation services were found to have clinically significant PTSD symptoms (Stevens, 
Ammerman, Putnam & Van Ginkel, 2002).  
As detailed further in Chapter 2 and Table 2.1 (see Appendix C), Casey, Taft, 
Resick, Watkins & Panuzio (2009) in their sample of adult female rape or assault victims 
found a PTSD rate of 100%, however 52% of this sample also met the criteria for clinical 
depression. Chemtrob, Griffing, Tullbers, Roberts, and Ellis (2011) who examined 
mothers in child welfare prevention programs found a PTSD rate of 54.3% and Cohen, 
Hein, & Batchelder (2008) thorough the sampling of urban mothers with substance use, 
depression, and comorbidity between the two resulted in a PTSD rate of about 17%.   
Trauma Symptoms and Substance Use 
The co-occurrence between trauma symptoms and each substance used, mental 
health, and domestic violence was explored using correlations. Full detail on the 
correlations that were non-significant, and thus not mentioned here, can be found in 
Tables 4.13-4.15 in Appendix D. The strength of a correlation is based on the following 
standard: >.70, very strong relationship; .40-.69, strong relationship; .30-.39, moderate 
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relationship; .20-.29, weak relationship; and .01-.19, negligible relationship (Howell, 
2010; Taylor, 1990). These guidelines will be used in the narrative below.  
Specific to substance use and trauma, marijuana (N = 131) use was found to have 
significant and small positive correlations with trauma severity (r =.21, p < .001), and 
moderate and positive associations with trauma frequency (r = .34, p < .0001), and 
trauma total (r = .33, p < .0001). Similarly crack cocaine use and trauma had small and 
significant positive correlations in the areas of severity (N = 132, r = .24, p < .01), 
frequency (N = 132, r = .21, p < .05) and total (N = 128, r = .23, p < .01).  Cocaine use 
and trauma were similar in significance and size to crack cocaine and trauma albeit a bit 
smaller, severity (N = 132, r = .23, p < .01), frequency (N = 132, r = .19, p < .05), and 
total (N = 128, r = .22, p < .01) No other specific substance was found to significantly 
co-occur with trauma however treatment for substance yielded small, positive, and 
significant correlations, severity (N = 129, r = .25, p < .01), frequency (N = 129, r = .23, 
p < .01), total (N = 125, r = .24, p < .01). 
Trauma Symptoms and Mental Health 
The co-occurrence between trauma and mental health was examined in the same 
fashion as substance use and trauma. Every single item on the mental health scale was 
found to significantly co-occur with trauma severity, frequency, and total at the p < .01 
level. The strongest correlations were between past mental health treatment and trauma 
severity (N = 130, r = .44, p < .0001) and trauma total (N = 126, r = .43, p < .0001); 
feeling sad/depressed and trauma severity (N = 134, r = .52, p < .0001) and trauma total 
(N = 130, r = .51, p < .0001), disrupted sleeping and trauma severity (N = 134, r = .63, p 
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< .0001), frequency (N = 134, r = .57, p<  .0001), and total (N = 130, r = .61, p < .0001); 
feeling bad about oneself and trauma severity (N = 134, r = .53, p < .0001) and trauma 
total (N = 130, r = .51, p < .0001); difficulty concentrating and trauma severity (N = 134, 
r = .59, p < .0001) and total (N = 130, r = .55, p < .0001); and feeling fidgety and trauma 
severity (N = 133, r = .61, p < .0001) and trauma total (N = 129, r = .58, p < .0001). The 
correlations for all the other items (N = 129-134) were significant p < .001 except for the 
co-occurrence of taking medication for a mental illness and trauma severity (p < .01) and 
ranged from r = .27-.46. 
Trauma Symptoms and Domestic Violence 
Finally, the co-occurrences between trauma and domestic violence are presented 
in Table 4.15 located in Appendix D. All of the items significantly co-occurred except for 
the relationship between pressured sexual activity and trauma frequency (p > .05). The 
strongest relationships are presented below and are small to moderate in nature: pressured 
substance use and trauma severity (N = 134, r = .31, p < .0001) and trauma total (N = 
130, r = .30, p < .0001); causing worry to others and trauma severity (N = 134, r = .41, p 
< .0001), frequency (N = 134, r = .30, p < .0001) and total (N = 130, r = .39, p < .0001); 
and feeling scared in a relationship and trauma severity (N = 133, r = .44, p < .0001), 
frequency (N = 133, r = .39, p < .0001) and total (N = 129, r = .42, p < .0001). All the 
other items significantly co-occurred at the p < .01 level, r = .20-.29, N = 130-134. 
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Table 4.15 
Trauma and Domestic Violence Correlations 
Trauma and Domestic Violence 
  
Trauma 
Severity 
Trauma 
Frequency 
Trauma 
Total 
Have you ever been in a 
relationship with someone who Was 
jealous and possessive and 
wouldn’t let you have friends or go 
out in public? 
Correlation .278** .216* .247** 
Sig.  .001 .012 .005 
N 134 134 130 
Have you ever been in a 
relationship with someone who 
Tried to control you by making all 
the decisions and by being bossy? 
Correlation .295** .228** .263** 
Sig.  .001 .008 .003 
N 134 134 130 
Have you ever been in a 
relationship with someone who 
Threatened to hurt you or your 
children? 
Correlation .365** .252** .339** 
Sig.  .000 .003 .000 
N 134 134 130 
Have you ever been in a 
relationship with someone who Was 
violent or had a history of fighting? 
Correlation .291** .283** .285** 
Sig.  .001 .001 .001 
N 134 134 130 
Have you ever been in a 
relationship with someone who 
Pressured or forced you to do 
sexual things when you didn’t want 
to? 
Correlation .206* .161 .199* 
Sig.  .017 .064 .023 
N 134 134 130 
Have you ever been in a 
relationship with someone who 
Used drugs and alcohol and 
pressured you to do the same thing? 
Correlation .310** .253** .304** 
Sig.  .000 .003 .000 
N 134 134 130 
Have you ever been in a 
relationship with someone who 
Blamed you for everything? 
Correlation .288** .214* .279** 
Sig.  .001 .013 .001 
N 134 134 130 
Have you ever been in a 
relationship with someone who Hit, 
Correlation .277** .262** .267** 
Sig.  .001 .002 .002 
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pushed, choked or hurt you 
physically in any other way? 
N 
134 134 130 
Have you ever been in a 
relationship with someone who 
Caused your family and friends to 
worry about you or your children? 
Correlation .408** .299** .386** 
Sig.  .000 .000 .000 
N 134 134 130 
Have you ever been in a 
relationship with someone who 
Scared you for any other reason 
Correlation .437** .338** .423** 
Sig.  .000 .000 .000 
N 133 133 129 
**Correlation is significant at p<0.01  
*Correlation is significant at p<0.05  
 
Research Question 2: Manifested Trauma Symptoms 
The second research question in this study is specific to trauma symptoms. To 
answer this question the same instrument utilized in the first research question was used, 
the Modified Indicators of PTSD scale. In order to explore the specific trauma symptoms 
that were manifested both the means and standard deviations of symptom severity and 
frequency were analyzed (N = 137-138). Full detail for these findings can be found in 
Tables 4.16 below.  
With respect to frequency of symptoms, on a scale of 0-3, the most frequent 
symptoms included physical responses when reminded of a traumatic event (M = 1.7, SD 
= 1.2), avoiding thoughts or feelings about the event (M = 1.6, SD = 1.2), difficulty 
falling/staying asleep (M = 1.5, SD = 1.2), re-occurrence of unwanted thoughts (M = 1.5, 
SD = 1.2) and being extra alert since the event occurred (M = 1.4, SD = 1.2). The 
remaining categories, repetitive bad dreams, event flashbacks, emotional upset, 
avoidance of places or people that serve as reminders, loss of memory, lost desire, feeling 
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alone or separated, reduced ability to feel emotion, lost hope for the future, feeling angry, 
and increases in feeling scared, had means ranging from M = .77-1.4(SD = .90-1.3). The 
overall average for item frequency was M = 19.3(SD = 13.4). 
With respect to severity of symptoms, on a scale of 1-5, the most severe 
symptoms in this sample included avoidance of thoughts related to the event (M = 2.8, 
SD = 1.4), being emotionally upset when reminded of the events (M=2.74, SD=1.43), 
difficulty falling/staying asleep (M = 2.7, SD = 1.5), unwanted re-occurring thoughts 
about the event (M = 2.7, SD = 1.4), and repetitive bad dreams about the event itself (M = 
2.7, SD = 1.4). The remaining items, event flashbacks, avoidance of places or people that 
serve as reminders, loss of memory, lost desire, feeling alone or separated, lost hope for 
the future, feeling angry, difficulty concentrating, being extra alert, and increases in 
feeling scared had means ranged from M = 1.8-2.6, SD = 1.2-1.5). The overall average 
for item severity was M = 39.5(SD = 18.1).  
Table 4.16 
Manifested Trauma Symptom Detail 
Variable   
 Frequency1  Severity2 
 M(SD) M(SD) 
Have you experienced re-occurring thoughts that trouble 
you or have you continuously remembered what happened?  
1.49(1.15) 2.69(1.38) 
Have you had repetitive bad dreams about what happened?   .89(1.01) 2.69(1.38) 
Have you experienced suddenly reliving what occurred to 
you, or feeling or acting as if it was happening again?  
.77(.93) 2.25(1.41) 
Have you ever felt emotionally upset when you are reminded 
of what happened; for instance at anniversaries of events? 
1.19(.98) 2.74(1.43) 
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Do you often do your best to avoid any thoughts or feelings 
related to what happened?  
1.63(1.21) 2.75(1.40) 
Do you often try to avoid any action, thing, or place that 
reminds what happened? 
1.36(1.24) 2.60(1.49) 
Is there anything related to what happened that you cannot 
recall?  
.57(.90) 1.77(1.19) 
Have you lost the desire to do what you used to enjoy in you 
spare time?    
.93(1.03) 2.01(1.22) 
Do you feel separated or rejected from others since this 
happened? 
1.25(1.20) 2.34(1.42) 
Do you think that your ability to have feelings have 
diminished (lack of love, lack of feelings, or inability to 
weep when you are sad)?    
.80(1.05) 2.14(1.44) 
Have you ever felt that your future plans or your hopes have 
changed as a result of what happened (e.g. no job, getting 
married, having children or living longer)? 
1.28(1.30) 2.40(1.49) 
Have you endured trouble falling asleep or staying asleep? 1.53(1.24) 2.74(1.52) 
Do you feel continuous anger or have outbursts of anger?  .93(1.08) 2.17(1.44) 
Have you had serious problems concentrating without being 
distracted? 
1.09(1.13) 2.13(1.36) 
Do you find yourself extra alert watching those around you 
since that happened?   
1.38(1.23) 2.29(1.37) 
Do you lack calmness and get scared more easily since that 
happened?   
1.06(1.16) 2.23(1.46) 
Does anything sometimes physically happen (for instance 
shivers, fast heartbeat) when you are  reminded of 
what happened? 
1.73(1.15) 2.43(1.52) 
Notes: 1 responses ranged from 0-3, N=137-138 
0= Never     
1= Once a week or sometimes  
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2= Between 2 and 4 times a week 
3=  More than 5 times a week 
2 responses ranged from 0-5, n=140-141 
A (1)= No distress at all  
B (2)= Some distress  
C (3)= Moderate distress  
D (4)= Much distress  
E (5)= Too much distress 
 
Depression, avoidance/intrusion, and hypervigilance subscales. To further 
clarify these findings, the means and standard deviations along with the rates for each 
subscale: depression (α = .93), avoidance/intrusion (α = .93), and hypervigilance (α = 
.94), were calculated. The average severity score for feeling sad or depressed in this 
sample (N = 140) was M = 2.3(SD = 1.2). Over 99% of the mothers in this study 
experienced at least one category of depressed mental health. When examining women 
with an average score of 3 (corresponding to moderate degree of distress) or higher, 
29.8% of the sample met this cut off. 
Specific to avoidance/intrusion (N = 140), the average severity score was M = 
2.4(SD = 1.1). Similar to depression, this equates to about 99% of mothers who 
experienced some degree of avoidance/intrusion in this sample. In the sample, 29.1% of 
mothers had an average score of 3 or higher. Finally for the hypervigilance subscale (N = 
138), the average was M = 2.3(SD = 1.2). About 97.9% mothers in this sample 
experienced hypervigilance. As with the two previous subscales, average scores of 3 or 
higher were examined and 30.4% of mothers met this cutoff.  
Research Question 3: Traumatic Events 
The third research question corresponds to the examination of traumatic events in 
both childhood and adulthood overall as well as in the areas of crime, general trauma, and 
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physical sexual experiences. Additionally, adverse childhood experiences and parent 
psychological maltreatment were also explored. Through the use of the Trauma History 
Questionnaire (THQ), life course experiences of traumatic events were captured in both 
frequency, age, and age range. Specific items asked if the event was repeated as well as 
other details such as persons involved or nature of the traumatic events. Number of times 
that each event occurred was also asked with a blank space for mothers to answer. This 
question ended up being problematic as answers were not consistent: some mothers 
entered a number (1, 4, 6 times), some entered a number with a plus sign (2+, 10+ times) 
and some entered in words (many, a lot, everyday). As a result the average number of 
times each event occurred in this sample could not be accurately captured. The 
information respective to traumatic event exposure can be found in Table 4.18 located in 
Appendix D. 
Crime Related Trauma 
Out of the 23 items on the THQ (α = .65), mothers in this sample experienced an 
average of 6.9(N = 130, SD = 4.4) events with a range of 0 events to 17 events.  The 
crime subscale (α = .66), of the THQ included four items relative to someone 
using/threatening to use direct force against you, attempted/completed robbery, 
attempted/completed home break in when you were home and attempted/completed home 
break in when you were not home. As a whole (N = 141), mothers in this sample 
experienced an average of 1.2 (SD = .32, range 0-4) crime related events first at 24.5 
years old (SD =6.1, range 15.5-31.5 years).   
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Slightly over 30% (n = 43) of mothers had experienced a threat or direct force at 
an average first age of 18.5 years (SD = 6.7, range 5-33). About 41% of mothers (n = 58) 
experienced attempted/completed robbery at an average first age of 21.4 years (SD = 5.8, 
range 3-37) and about 32% of mothers (n = 45) experiencing an attempted/completed 
break in when they were not home at an average first age of 21.9 years (SD = 8.6, range 
3-37). The last category attempted/successful break in when you were not home; this was 
experienced in about 18% of mothers (n = 25) at an average first age of 22.1 years (SD = 
8.6, range 2-34). An average of 43 mothers experienced crime related traumatic events 
which is 30.3% of the sample.  
Disaster and General Trauma 
The general disaster and trauma subscale (α = .58), included items relative to 
serious accidents at work, in a car, etc., experiencing a natural disaster where loss of life 
was possible, experiencing a manmade disaster where loss of life was possible, being 
exposed to dangerous chemicals, been seriously injured, seen someone else 
killed/seriously injured, seen dead bodies, had someone close to you killed or murdered, 
had a child/partner die, had an illness, received news of an unexpected death illness, or 
being involved in some sort of military combat.   
As a whole, out of the 12 elements on the general disaster and trauma subscale, 
mothers experienced 3.2 events (SD = 2.2, range 0-9) at an average first age of 18.7 years 
old (SD = 3.5). About 34% of mothers experienced a serious accident at some point at an 
average first age of 18.6 years (SD = 7.1, range 3-33) and about 15% of mothers at some 
time had experienced a natural disaster where they feared for their life. Serious accidents 
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included car accidents, hit and run accidents, being hit by a bullet, and other accidents at 
work. Natural disaster events included earthquakes, hurricanes, floods and tornados. 
Average age of first experiencing a natural disaster was 13.4 years (SD = 5.8, range 5-
27). With respect to manmade disasters, about 11% had experienced something like a 
train crash or fire where they feared for their life at an average first age of 19.3 years (SD 
= 9.4, range 5-32). Similarly, about 11% of mothers were exposed to some sort of 
chemical first at 15.4 years (SD = 5.6, range 1-22). 
Almost 21% of mothers were in a situation where they were seriously injured first 
at 18.4 years (SD = 8.0, range 3-34) and about 47% of mothers were in a situation where 
they felt they would be killed or seriously injured at an average first age of 19.9 years 
(SD = 6.3, range 1-34). Events in which mothers were seriously injured included 
experiences of domestic violence, gang violence, family violence, kidnapping, and rape.  
Events in which mothers felt that they might be seriously injured included kidnapping, 
domestic violence, near drowning, gang violence, rape, robbers, carjacking, being held 
hostage, being held at gunpoint, and verbal threats of harm.  
Thirty four percent of mothers had seen someone seriously injured or killed for 
the first time at about 18 years old (SD = 7.2, range 5-38). These events included 
boyfriends who committed suicide/were murdered, car accidents, drug deals/drug 
overdoses,  domestic violence, aggravated assault, house fires, robberies, and shootings. 
Approximately 33% of mothers had seen dead bodies (not at a funeral) at about 19 years 
old (SD = 6.5, range 6-38), and slightly over 19% of mothers had a friend or family 
member murdered or killed by a drunk driver also at 19 years old (SD = 6.6, range 1-30). 
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Bodies seen that were not part of a funeral were from working in hospitals, family 
members who committed suicide, shootings with police, random dead bodies on the 
street, babysitters who overdosed, saw a hit and run accident, saw murders and saw 
bodies in biology class. Persons who were murdered or killed by a drunk driver included 
friends, siblings, cousins, uncles, and significant others. Events in which these persons 
died included murder with guns, suicide, being hit by cars, and gang or drug related 
activity.  
Eighteen percent of mothers had a spouse, partner or child die for the first time at 
about 22 years (SD = 8.2, range, 12-40) and 15% reported having a life threatening illness 
also at 21 years old (SD = 9.3, range 1-33). Life threatening illness included appendicitis, 
blindness, cervical cancers, heart problems, hepatitis C, influenza, liver and kidney 
damage, tumors, viral meningitis, seizures and HIV. Almost 67% of mothers reported 
that they had received news of a serious injury of unexpected death of someone close for 
the first time at almost 19 years (SD = 7.1, range 1-38). These people included friends, 
aunts, uncles, sibling, cousins, parents/grandparents and significant others. Events 
surrounding these deaths included suicide, murder, heart attack, cancers, diabetes, AIDS, 
drug/gang related activity and car accidents. 
Finally, only one person reported being involved in combat at 21 years old in 
Latin America. On average about 38% of mothers experienced general disaster and 
trauma (n = 54). Combat related trauma had the overall lowest frequency (n = 1) and 
when excluded from the calculation, the percentage increases to 41.2%.  
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Physical and Sexual Trauma 
The last subscale on the THQ concerns sexual and physical traumatic events (α = 
.70). It is possible that the reliability is reduced on this scale given the sensitive and 
interpersonal nature of this trauma; perhaps trauma symptoms are triggered when these 
questions more than in comparison to the other potentially traumatic events. Out of the 
six possible categories, mothers in this sample experienced an average of 2.1 events (SD 
= 1.8, range 0-6) at an average first age of 11.8 years old (SD = 2.2). Items in this 
subscale concerned forced sexual intercourse/oral/anal sex, forced touching of genitals, 
other events of forced sexual contact, being attacked both with and without a weapon, 
and being beaten or spanked to cause injury.  
With respect to the item concerning forced sexual intercourse, oral or anal sex 
about 52% of mothers responded that they had experienced this at an average first age of 
about 12 years (SD = 7.1, range 1-32). One hundred percent of mothers where forced 
sexual intercourse occurred reported that it was repeated more than once. Persons cited as 
being involved in this forced activity included acquaintances/strangers, boyfriends, 
friends, cousins, husbands/ex-husbands, drug dealers, fathers, gang members, mother’s 
boyfriends, uncles and other relatives. This information was captured with a blank space 
for mothers to provide person related detail. It was found that almost 15% of perpetrators 
where acquaintances and strangers, about 14% were unspecified relatives, and about 11% 
were boyfriends. Nine mothers, or about 8.9% of the sample where forced sexual 
intercourse occurred elected to not provide additional detail. 
130 
In terms of forced sexual touching about 45% of mothers had this occur with 95% 
reporting that it was repeated. Average first age of this event was about 11 years old (SD 
= 5.9, range 2-30). Persons involved in this act included cousins, acquaintances/strangers, 
brothers, babysitters, friends, husbands, gang members, fathers, and while in foster care. 
Much like the previous question, these open answers were tabulated and it was found that 
about 12% of persons involved were acquaintances/strangers, 18% were unspecified 
friends, 12% were unspecified relatives and a little over 7% were step fathers. Slightly 
over 8% of the sample elected to not provide any additional detail. This information can 
be found in Table 4.19 located in Appendix D. 
About 16% of mothers reported that other unwanted sexual activity occurred that 
was not already accounted for and 96% reported that such activity was repeated. Average 
age for this other sexual activity was almost 15 years old (SD = 6.1, range 6-28). Twenty 
nine percent of mothers reported that someone had attacked them with a weapon and that 
this was repeated in 90% of the sample. Average age of this occurring was 19.5 years (SD 
= 7.4, range 1-35). Thirty three percent of mothers were attacked without a weapon and 
this was repeated 100% of the time at an average first age of 19 years old (SD = 7.9, 
range 6-35).  Finally 33% of mothers reported that they were beaten or spanked by a 
family member and were injured; such activity was repeated in 100% of the sample and 
average first age was 10 years (SD = 6.3, range 1-20). 
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Other Stress 
The last item on the THQ that was not part of the three subscales concerned other 
sources of stress. This too was an open response question and about 40% of mothers 
reported that some other stress had occurred that impacted them at an average first age of 
24 years (SD = 8.6, range 1-42). Much like the questions on physical and sexual events, 
these other stressors occurred more than once in 95% of the sample. Responses to this 
question included domestic violence, child welfare involvement, sexual assault while in 
foster care, hospitalization due to addiction, robbery, being in prison, and being 
homeless. Overwhelmingly, 52% of mothers reported that involvement with the child 
welfare system (placement of children in foster care, stress of case plan services, not 
seeing children while they are in foster care, and children being adopted) was of extreme 
stress. A little over 18% of mothers reported that domestic violence and involvement with 
police was an extreme stress with another 9% reporting that homelessness was another 
extreme stress. This information can be found in Table 4.20 located in Appendix D. 
Traumatic Experiences during Childhood 
With respect to only childhood experiences of trauma both the Adverse 
Childhood Experiences (ACE) instrument and the Parental Psychological Maltreatment 
Scale (PYS) were utilized. The ACE instrument (α = .75) is a 10 item record of 
potentially stressful things that occur during childhood (< 18 years old) such as verbal 
abuse, sexual abuse, neglect, domestic violence, drugs, mental illness, and criminal 
activity. The PYS includes seven items specific to yelling, insulting, criticizing, being 
humiliated or embarrassed or feeling like a bad person due to an interaction with a parent 
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during childhood (α = .93). Furthermore, the measure used to collect data on parenting, 
the Adult-Adolescent Parenting Inventory-2 (AAPI-2) accompanied a cover sheet that 
asked about abuse experiences in and outside the family. Although this was not part of 
the original methodology it was found that 36% of mothers (n = 50) reported abuse by 
someone outside the family and 50% (n = 70) reported abuse by someone inside the 
family during childhood. 
Childhood Traumatic Events: ACEs 
Overall, mothers in this sample experienced an average of 4.6 ACEs (N = 141, SD 
= 2.7, range 0-10) and slightly over 92% had experienced at least one ACE. About 8% of 
mothers each reported experiencing zero ACEs, 11% experienced just one ACE, 11% 
reported just 2 ACEs, 8% reported just three ACEs, 13% reported each four, five or six 
ACEs only, 11% reported just seven ACEs, 8% reported just eight ACEs, 6% reported 
nine ACEs and 2% reported experiencing all 10 categories of ACE. Forty two percent of 
mothers experienced some sort of physical abuse (n = 59). Likewise, about 42% of 
mothers experienced sexual abuse according to the ACEs (n = 60).  
With respect to the remaining items on the ACE questionnaire asking if a parent 
verbally abused you, insulted you or put you down, 57% of mothers reported that this 
indeed happened to them (n = 81). It was found that about 57% of mothers as well felt 
that no one in their family loved them or cared for them (n = 80) and about 28% of 
mothers reported not having enough to eat, clean clothes to wear, and not having anyone 
to protect them (n = 39). Sixty percent of mothers reported that their parents were 
separated or divorced (n = 84) and 32% reported that at some point their mother/step 
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mother was involved in domestic violence in the home (n = 45). About 38% of mothers 
reported living with someone who had a mental illness or with someone who attempted 
suicide (n = 54) and about 36% of mothers reported that someone in their home had gone 
to prison (n = 51). This information can be found in Table 4.21-4.22 located in Appendix 
D. 
ACEs in the general population. In the general population, about 35% of 
women have zero ACEs, 25% have one, 16% have 2, 10% have 3, and 15% have four or 
more (Centers for Disease Control, 2014). Specific to physical abuse, 27% of women in 
the general population have this ACE and about 25% of women have the ACE specific to 
sexual abuse. Almost 30% have the ACE with household substance use, 23% household 
mental illness, 25% parental separation or divorce, and 5% household member who went 
to prison. About 13% of the general population experienced the emotional abuse ACE, 
17% emotional neglect and 9% physical neglect.  
Another study examining women in the general population (N = 5,109) found that 
about 21% of women had experienced three or more ACEs not including mental illness at 
home. That same study found that about 14% of women experienced emotional abuse, 
29% physical abuse, 24% sexual abuse, 13% had their mother or step mother involved in 
domestic violence, 28% had a household member who used drugs, 23% had parents who 
were divorced/separated and 3% had a family member go to prison (Chung et al., 2010). 
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ACEs in high risk populations. Studies examining high risk populations of 
women and mothers have found rates higher than in the general population. A study of 
low income pregnant women enrolled in a community health center (N = 1,476) found 
that 70% had one ACE or more (Chung, Mathew, Elo, Coyne, & Culhane, 2007). 
Similarly in a study of women with unintended pregnancies, it was found that about 18% 
had no ACEs, 16% had one, 19% had 2, and 18% had 3. Overall 66% of women had 2 or 
more ACEs, and 28% had 4 or more ACEs. In this sample, about 29% experienced sexual 
abuse, 52% physical abuse, 29% maternal domestic violence, 36% substance use in the 
home, and 26% mental illness in the home (Dietz, Apitz, Anda, Williamson, McMahon, 
Dale, et. al., 1999). A study by Cohen, Hein, & Batchelder (2008) found that in a sample 
of urban mothers with substance use, depression or comorbidity between the two about 
41% had experienced sexual abuse, 35% physical abuse, and 32% had seen domestic 
violence in their home.  
In 2012, an agency who specifically serves at risk young mothers, some of which 
have childhood maltreatment histories and child welfare involvement themselves, (< 21 
years) found that of the mothers they served, (n = 253) 61% had 4 or more ACEs, 48% 
had five or more and 4% had all 10. Although not a perfect age match as some of the 
mothers were under 18, the comparison is likely important to understanding maternal 
trauma and child welfare involvement. This same study examined young mothers 
involved in juvenile justice who were later served by this agency (n = 59). In that 
subsample, it was found that 74% of mothers had 4 or more ACEs, 69% had 5 or more 
and 7% had all 10. Finally, in comparing those first two groups with mothers who were 
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child welfare involved and then referred to this agency (n = 42) it was found that 63% 
had 4 or more ACEs, 48% had 5 or more and 8% had all 10 (Stevens, 2012).  
Emotional Abuse: PYS 
With respect to the emotional abuse measure (PYS) (N = 141), responses were on 
a Likert scale of “never, rarely, sometimes, often, and always.” About 82% of mothers 
experienced a parent [parent, step parent, foster parent, or caregiving adult] yelling at 
them as a child at least sometimes and about 46% of mothers reported being insulted by a 
parent at least sometimes. Sixty two percent of mothers reported being criticized by a 
parent at least sometimes, and 60% reported that they were made to feel guilty by a 
parent at least sometimes. Thirty eight percent of mothers reported that they were 
ridiculed or humiliated by a parent at least sometimes and 52% reported that they were 
embarrassed in front of others at least sometimes. The last question concerned being 
made to feel like a bad person by a parent which occurred in 51% of mothers at least 
sometimes. Overall, across categories, 71% of mothers experienced some sort of 
psychological maltreatment and 56% of the sample experienced said maltreatment 
sometimes or more prior to the age of 18 in this sample. This information can be found in 
Table 4.23 located in Appendix D. 
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Research Question 4: Relationships between lifecourse trauma, adult attachment, 
trauma symptoms, and parenting style 
This last research question concerns the relationships: 1.) between ACE scores 
and the association with insecure attachment styles; 2.) between scores on both the ACE 
and THQ and the association with trauma symptoms severity on the MPSS; 3.) between 
scores on both the ACE and THQ and the association with insecure attachment styles; 4.) 
between the Models of Self and Other (captured on the Relationship Questionnaire, RQ) 
and 5.) the association to parenting behavior as well as the exploration as to the partially 
mediating role of attachment style (as measured by the Relationship Styles Questionnaire, 
RSQ) on parenting behavior as predicted by trauma (total, severity, and frequency 
scores). Normality was assessed in relationships concerning regression or mediation and 
all of those analyses used age, education, employment, income, and ethnicity as control 
variables.  
ACEs and Insecure Attachment  
In first exploring the association between ACEs and insecure attachment, it is 
necessary to examine the reliability of these measures. The Relationship Styles 
Questionnaire (RSQ) is a 30-item measure of attachment for use with adults. The 
reliability of this measure overall was α = .83, the insecure subscale α = .55, the avoidant 
attachment subscale α = .44, the resistant attachment subscale α = .62, and the 
disorganized attachment subscale α = .73. Considering that some of these reliability 
estimates were poor, both correlations as well as regressions where used to analyze the 
research question.  
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Overall ACEs and insecure attachment had significant yet small correlations (N = 
125, r = .33, p < .0001). ACE scores as well significantly correlated with disorganized 
attachment (N = 136, r = .37, p < .0001) as well as resistant attachment (N = 137, r = .22, 
p < .01). The correlation between avoidant attachment and ACEs was non-significant (N 
= 134, r = .16, p > .05). Exploring these associations further with Ordinary Least Squares 
(OLS) regression, where ACEs represent the predictor and attachment the outcome, a 
significant relationship was found for both disorganized (β = .33, R2 = .16, Adj R2 = .12, p 
< .001) as well as overall insecure attachment (β = .31, R2 = .16, Adj R2 = .11, p < .01). 
The relationship between both ACEs and avoidant attachment (β = .02, R2 = .09, Adj R2 = 
.05, p > .05) and resistant attachment (β =.13, R2 = .25, Adj R2 = .21, p > .05) was non-
significant. This information can be found in Tables 4.24 and 4.25 located in Appendix 
D. 
ACEs, Lifetime Trauma Exposure, and Trauma Severity 
Secondly in examining the relationship between ACE scores and THQ scores in 
the association with trauma severity, reliability is again re-visited. The reliability for the 
ACE instrument was α = .75, the THQ measure α = .65, and the trauma symptoms 
measure (MPSS), α = .97. The MPSS severity subscale as a whole was α = .95 with the 
avoidance/intrusion severity subscale, α = .90, depression severity subscale, α = .88, and 
hyperarousal severity subscale α = 86. Again both correlations and OLS regression 
models were used to explore the nature of childhood adverse experiences, trauma 
exposure, and trauma symptoms severity.  
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ACEs were found to have a strong and significant correlation with trauma 
exposure (N = 129, r = .58, p < .0001) and a moderate significant correlation with overall 
trauma severity (N = 133, r = .30, p < .001). ACEs as well had small to moderate and 
significant correlations with the avoidance/intrusion severity subscale (N = 139, r = .24, p 
< .01), the depression severity subscale (N = 139, r = .27, p < .001) and the 
hypervigilance severity subscale (N = 139, r = .36, p < .001). ACEs too had a significant 
and a moderate correlation with overall MPSS scores (N = 129, r = .31, p < .0001). These 
correlations including the Parental Psychological Maltreatment Scale can be found in 
Table 4.26 located in Appendix D. 
Through OLS regression analyses (N = 119) it was found that regardless if the 
control variables were included (β = .02, R2 = .37, Adj R2 = .33) or not (β = -.02, R2 = .29, 
Adj R2 = .29) ACEs were not a significant predictor of trauma severity (p>.05). Trauma 
exposure however was found to be a significant at the p < .001 level (β = 51.1, R2 = .29, 
Adj R2 = .28). These regression analyses are in Table 4.27 located in Appendix D. 
ACEs, THQ, and Insecure Attachment 
Thirdly in understanding the nature of the relationship between ACEs and THQ 
responses in association with insecure attachment styles, correlations again are reported. 
ACEs significantly correlated with crime related trauma (N = 140, r = .36, p < .0001), 
disaster related trauma (N = 140, r = .41, p < .0001, and physical/sexual related trauma 
(N = 130, r = .65, p < .0001).  
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ACEs as well as correlated moderately with overall attachment (N = 120, r = .30, 
p < .001), overall insecure attachment (N = 125, r = .33, p < .0001, resistant attachment 
(N = 137, r = .22, p < .01) and disorganized attachment (N = 136, r = .37, p < .0001) 
ACEs and insecure avoidant attachment did not significantly correlate (N = 134, r = .16, 
p > .05). Likewise, trauma exposure significantly correlated with overall attachment (N = 
113, r = .33, p < .0001, overall insecure attachment (N = 118, r = .34, p < .0001), and 
overall disorganized attachment (N = 126, r = .38, p < .0001). Insecure avoidant 
attachment did not significantly correlate with trauma exposure (N = 129, r = .15, p > 
.05). These correlations including the Parental Psychological Maltreatment Scale can be 
found in Table 4.28 located in Appendix D. 
OLS regression models, where ACEs and THQ scores were predictors and 
insecure attachment were outcomes were used to complement the correlations above (N = 
115-128). Much like the aforementioned relationship between ACEs, THQ, and trauma 
severity, ACE scores were not found to be significant (p > .05) for overall insecure 
attachment (β = .15, R 2= .18, Adj R2 = .13), disorganized attachment (β = .14, R2 = .45, 
Adj R2 = .21), avoidant attachment (β = .09, R 2= .30, Adj R2 = .09), and resistant 
attachment (β =.10, R2 = .47, Adj R 2= .22). This finding remained even when the control 
variables were not included (p > .05). 
With respect to THQ scores on insecure attachment significant relationships were 
found with disorganized attachment (β =.34, R2 = .45, Adj R2 = .21, p<.01) and overall 
insecure attachment (β = .27, R2 = .43, Adj R2 = .18, p < .05) but not with avoidant(β = 
.11, R2 = .30, Adj R 2= .09, p > .05) nor resistant attachment (β = .001, R 2= .47, Adj R 2= 
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.22, p > .05). These relationships, between trauma exposure and disorganized attachment 
and trauma exposure with overall insecure attachment remained significant without the 
controls as well (p < .001 and p < .05 respectively). This information can be found in 
Table 4.29 located in Appendix D. 
Models of Self and Other and Parenting  
The Relationship Questionnaire (RQ) attachment measure is a four-item measure 
that asked mothers to rate themselves on a scale of 1 (not at all like me) to 7 (very much 
like me) based on short paragraphs describing each of the four attachment typologies. 
This measure as a whole had a reliability of α=.60. Acceptable reliability is considered to 
be  ≥ .70 (Nunnally & Bernstein, 1994). When reliability is ≤ .70, psychometric research 
has noted that the findings and results are less valid however are not necessarily 
incorrect. Iacobucci and Duhachek (2003) stated that “poorer reliability [≤ .70] typically 
makes statistical tests more conservative, hence the strengths of the focal relations will be 
attenuated” (p.479). The authors continue to find that studies which use less reliable 
measures are not incorrect but rather that the results are underestimated (Iacobucci & 
Duhachek, 2003). It is suggested as a result, that studies which have such reduced 
reliability present the findings and results with caution and are careful not to use language 
of causation. Additional study with improved measures is therefore important (Nunnally 
& Bernstein, 1994; Falk, & Savalei, 2011). In this study, even though some instruments 
have poor reliability, the findings are still presented and discussed in relation to 
understanding the series of complex relationships that occur in this population with 
respect to trauma, attachment, and parenting of young children. 
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The model of self was calculated by adding the items that correspond to secure 
and avoidant attachment together and then the items that correspond to disorganized and 
resistant attachment together. The first sum is then subtracted from the second. The 
model of others is calculated by adding the secure and resistant items together and the 
disorganized and avoidant and then again subtracting the first sum from the second. The 
sample average for Model of Self was 7.4(N = 127, SD = 8.0, range = -.10, 26) and 
Model of Others was -4.3(N = 127, SD = 7.5, range = .24-14). These averages 
demonstrate that respective to Model of Others, disorganized and avoidant attachment 
styles are dominant and that respective to Model of Self secure and avoidant attachment 
is more dominant in this sample.  
The Adult-Adolescent Parenting Inventory-2 (AAPI-2) was used to assess 
parenting behaviors across five distinct domains on a Likert scale ranging from 1 
(strongly disagree) to 5 (uncertain). These five domains included inappropriate parental 
expectations (subscale A), parental lack of empathy (subscale B), strong belief in 
physical punishment (subscale C), parent-child role reversal (subscale D) and oppressing 
children’s power and independence (subscale E). Average total AAPI-2 scores were 
3.0(N = 131, SD =.34. range = 2.2-3.8). Average scores for subscale A were 2.6(N = 141, 
SD =.38, range 1.4-3.6), subscale B were 3.3(N = 140, SD = .43, range 2.1-4.1), subscale 
C were 3.1(N = 139, SD = .42, range = 2.1-4.3), subscale D were 2.9(N = 137, SD = .52, 
range 1.1-3.9) and subscale E was 3.2(N = 137, SD = .50, range = 1.6-4.4). 
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As a whole scale the AAPI-2 had a reliability of α = .86. Subscale A reliability 
was α = .33, Subscale B reliability was α = .67, Subscale C reliability was α = .63, 
Subscale D reliability was α = .59, and Subscale E reliability was α = .46. Given the poor 
reliability of some of the subscales, correlations were used in addition to mediational 
analyses. In doing so it was found that AAPI-2 total scores strongly and significantly 
correlated with Subscales A (N = 131, r = .71, p < .0001), B (N = 131, r = .81, p < 
.0001), C (N = 131, r = .79, p < .0001), D (N = 131, r = .82, p < .0001), and E (N = 131, 
r = .68, p < .0001), but not with the Model of Self (N = 118, r = -.15, p > .05) or Model 
of Others (N = 118, r = .14, p > .05). None of the parenting attachment subscales A-E 
significantly correlated with either Model of Self or Others (N = 118-133, r = -.08-.15, p 
> .05) save for Subscale C in relation to Model of Others. That correlation was 
significant and small (N = 125, r = .24, p < .01). The full detail on these correlations and 
descriptive statistics can be found in Tables 4.30 and 4.31 located in Appendix D. 
Given the low reliability for the parenting subscales, Model of Self, Model of 
Others, or both Model of Self and Others together were used as predictors on the 
parenting total scores. In these OLS regressions, none of the predictors were significant 
(p > .05). In the Model of Others regression alone (N = 115, β = .10, R2 = .23, Adj R2 = 
.18), in the Model of Self regression alone (N = 115, β = -.15, R2 = .24, Adj R2 = .19) or 
with the Models of Self (β = -.16) and Others (β = .11) together (N = 115, R2 = .25, Adj R2 
= .19), findings remained non-significant (p > .05). These OLS regression models can be 
143 
found in Table 4.32. Also please refer to Tables 4.33 and 4.34 for detail on specific RQ 
and RSQ items located in Appendix D. 
Attachment Style as a Mediator between Trauma Symptoms and Parenting 
Finally, the last aspect to Research Question 4 was the exploration of RSQ 
attachment style as a partial mediator between on parenting behavior and trauma 
symptoms. The Product of the Coefficients was used via the Delta method to test if 
significant mediation occurred (Mackinnon, 2008). Analyses were conducted with either 
total trauma, trauma severity, or trauma frequency as a predictor. In total, approximately 
300 different regression permutations were run to analyze each facet of insecure 
attachment and total attachment on each facet of parenting subscale and parenting total. 
Given the low reliability of the attachment and parenting measures, these results were not 
robust and as a result not reported. 
Apart from the mediated effects, both overall model significance and direct 
effects of trauma (total, severity, and frequency) were assessed on parenting domains as 
well. The full detail for all of these OLS regression models can be found in Tables 4.35-
4.39. Note in the tables showing mediated effects, specifically 4.36-4.38, a different 
significance coding was used to convey significance p > .05. This was done due to the 
poor reliability of some of the measures which may have affected the statistical analysis 
negatively; the information pursuant to this adjusted significance coding can be found in 
Table 4.35. Also note that the t statistic is the mediational significance, the b refers to the 
unstandardized direct effect and the model refers to the overall model significance. 
Significant models are presented followed by the mediated and then the direct effects. In 
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sum, five significant (p < .05) mediated effects were found albeit without the control 
variables included. Tables are located in Appendix D. 
Significant Mediated Effects 
Five significant mediated effects were found however only in the no control 
models. As well the reliability was fairly poor for the parenting and attachment subscales. 
In an attempt to correct for this, the literature was consulted to locate the most 
conceptually sound relationships. Of those relationships, two specific elements were 
noted respective to disorganized attachment and parental lack of empathy. By dropping 
items on those subscales, the reliability of these subscales in fact increased to >.70. The 
mediations were re-run with the improved scales however significant results were not 
found. Overall, neither total nor avoidant attachment mediated trauma total, frequency, or 
severity across parenting in this study. 
When trauma frequency was a predictor and resistant attachment a mediator 
yielded significant mediational effects were found on parenting subscales C (t(SE) = 
1.88(.001), p < .05), and E (t(SE) = 2.03(.001), p < .05) only when the controls were not 
included in the model. Those no control models remained significant: Subscale C without 
controls (p < .05) and Subscale E without controls (p < .01). No other significant 
mediational effects of resistant attachment were found in this sample. Thus it seemed that 
resistant attachment did mediate parenting outcomes on subscales C and E when the 
control variables were excluded. 
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When total trauma is used as a predictor and disorganized attachment is used as a 
mediator, significant mediation was found on parenting subscale A (t(SE) = -2.18(.001), 
p < .05) when the controls were not included in the model; the overall model without 
controls remained significant (p < .001). When trauma severity is used as a predictor and 
disorganized attachment as a mediator significant mediation was found on parenting 
subscale A (t(SE)= -2.37(.001), p < .05); the overall model as well stayed significant (p < 
.001). Finally when trauma frequency is used as a predictor and disorganized attachment 
is a mediator, significant mediation was found on parenting subscale A (t(SE) = -
2.33(.002), p < .05); the overall model stayed significant (p < .001). Thus it seems that 
significant mediation did occur respective to disorganized attachment with trauma total as 
a predictor on parenting subscale A for trauma total, severity and frequency when the no 
control variable model was examined. Note again, that these mediated effects are not 
robust given the poor reliability on the parenting and attachment measures.  
Direct Effects 
Direct effects of trauma total, trauma severity, and trauma frequency on parenting 
total as well as the subscales in the mediational relationships were also found. With 
respect to total trauma scores, direct effects were found on parenting total (β = .21, p < 
.05), and parenting subscale A (β = .38, p < .001) when attachment total was a mediator. 
When avoidant attachment was used as a mediator direct effects were found again on 
parenting total (β =.19, p < .05) and parenting subscale A (β =.30, p < .001). When 
resistant attachment was a mediator direct effects were found only on parenting subscale 
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A (β =.27, p < .01). And when disorganized attachment was a mediator again significant 
effects were found on parenting subscale A (β =.35, p < .001). 
With respect to trauma severity, when total attachment was a mediator direct 
effects were found on total parenting (β =.51, p < .001), and parenting subscales A (β 
=.40, p < .001), and D (β =.20, p < .05). When avoidant attachment was a mediator direct 
effects were found on parenting total (β =.22, p < .01), and on parenting subscales A (β 
=.52 p < .001), and D (β =.19, p < .05). When resistant attachment was a mediator, direct 
effects were found on total parenting (β =.17, p < .05), and parenting subscale A (β =.28, 
p < .01). And when disorganized attachment was a mediator, direct effects were found on 
parenting total (β =.20, p < .05), and parenting subscale A (β =.37, p < .01). 
Finally with respect to trauma frequency, when total attachment was a mediator, 
direct effects were found only on parenting subscale A (β =.35, p < .01). When avoidant 
attachment was a mediator direct effects were found on parenting total (β =.17, p < .05), 
as well as parenting subscale A (β =.29, p < .01). When resistant attachment was a 
mediator, direct effects were found on parenting subscales A (β =.27, p < .01), and C (β 
=.22, p < .05). And when disorganized attachment was a mediator, direct effects were 
found only on parenting subscale A (β =.35, p < .001). These direct effects can be located 
in Table 4.39 located in Appendix D. The implications and discussion around these 
findings can be found in the next section, Chapter V.  
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CHAPTER 5 
DISCUSSION AND CONCLUSION 
The overarching aim of this research was to explore mothers of young children 
involved in child welfare dependency petitions and their experiences of trauma from a 
lifecourse perspective. As such, childhood traumatic events, adult traumatic events, 
manifested trauma symptoms, adult attachment, and parenting style were explored 
alongside demographic information on age, number of children, marital status, income, 
and service utilization. Through collaboration with local community partners, who 
provide trauma informed clinical services to this population, survey instruments were 
administered to a convenience sample, N = 141, of mothers of young children involved in 
open dependency petitions. All eligible mothers were invited to participate in the study 
prior to the start of their clinical services.  
This research explored the rate of PTSD and the respective co-occurrences with 
substance use, domestic violence, and mental illness among these mothers (Research 
Question 1). In such, history and details around experiences of substance use, domestic 
violence, and mental illness, were explored. The degree of trauma symptom 
manifestation in the areas of avoidance/intrusion, depression, and hyperarousal (Research 
Question 2) were detailed along with exposure to traumatic events both in adulthood and 
in childhood (Research Question 3). Utilizing instruments specific to adult attachment 
and parenting style, this research examined the interplay between trauma exposure, 
approach to relationships, parenting behaviors, and trauma symptomology. In part, the 
mediating role of adult attachment was explored to provide insight on how trauma 
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symptoms might be related to the maternal parenting styles of young children (Research 
Question 4).  
The study of traumatic events and symptoms have been conducted for the past 
few decades with populations involved in the military (Seppala, et al., 2014), penal (Roe-
Sepowitz, 2012), health care (Basile et al., 2007), mental health care (Nikulina, Widom & 
Czaja, 2010; Rosenberg, 2011), and substance use systems (Anda, 2007; Back, Sonne, 
Killeen, Dansky, & Brady, 2003). Additional work in the area of maternal trauma and 
parenting has occurred with mothers involved in home visitation and head start 
(Ammerman et al., 2012a; Ammerman et al., 2012b) however little work has focused 
exclusively on mothers involved with the child welfare system (Appleyard & Osofsky, 
2003; Ammerman et al., 2009; Taft et al., 2009). This gap in the literature was the 
impetus for this study. The purpose of this last chapter is to discuss the most prominent 
findings and their possible meaning, to critique study limitations, as well as provide 
implications specifically in the areas of social work practice, policy, and research.  
Key Findings 
From the data collected, several key implications present. First and foremost, the 
finding that clinically significant PTSD occurred in 35% to 39% of the sample was a 
primary outcome from this research. This rate was higher than the minimum that was 
predicted (see Chapter III for sample size calculation) and higher than the general 
population (Centers for Disease Control, 2013) but not overly surprising given previous 
work finding rates as low as 15% and as high as 84% in comparable populations of 
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mothers relative to the areas of poverty, home visitation, mental health, and domestic 
violence.  
Interestingly, the highest PTSD rate was found when examining trauma frequency 
alone as opposed to only trauma severity or a composite of the two. It is possible that, in 
this population, frequency of traumatic events holds slightly more weight than the 
severity of the events themselves or the combination of the two in determining clinically 
significant PTSD symptoms. The frequency of exposure, sometimes called chronicity, as 
it relates to maternal trauma exposure is critical and aligns with current trauma theory 
positing the cumulative or additive nature of traumatic events in populations involved in 
child welfare (Berlin et al., 2011; Braveman, Egerter, Arena, & Aslam, 2014; Carlson, 
2001; Follette, Polusny, Bechtle & Naugle, 1996). 
In comparison to similar samples of mothers, involved in child welfare prevention 
programming, home visitation, as well as those with domestic violence histories, these 
rates are not above average and in comparison to some studies are slightly low (Gearon et 
al., 2003; Kemp, Rawlings, & Green, 1991; Vogel & Marshall, 2001). Differences in 
rates may as well stem from different trauma instruments used. In discussions with the 
clinical director who oversees the treatment of this sample, it was found that many of the 
mothers were adversely effected by the measurement of their trauma; they reported being 
reminded of their traumatic event history as well as having a sudden increase in trauma 
related symptomology. This reaction, sometimes called triggering, to the instrument may 
have altered the rates and skewed the data negatively as a result.  
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Conservatively speaking, these rates represent initial estimates only considering 
the cross sectional, self-report, and exploratory nature of the methods used. The total 
sample average for PTSD was just under the clinically significant threshold suggesting 
that, even if not formally diagnosable, trauma remains a subject worth examining and 
expanding upon respective to this population. That being said, the rate of PTSD among 
this sample of mothers is not unexpected and fits in with rates in similar populations of 
mothers such as those engaged in mental health services (Gearon et al., 2003), those with 
substance use treatment histories (Brown et al., 1996), as well as those mothers living 
at/below the poverty line (Smith et al., 2006). 
A second key finding concerned maternal trauma symptoms and the connection to 
experiences of both domestic violence and sexual/physical abuse. All but one area of 
domestic violence correlated significantly across all three facets of trauma 
symptomology: frequency, severity, and the composite of the two. In particular, traumatic 
events associated with increased fear, worry, and pressure to use substances were found 
to be the most correlated with trauma symptom severity. As a whole, nearly 63% of 
mothers experienced one kind of domestic violence or another, 90% of domestic violence 
perpetrators were known to the mother, and over 82% of perpetrators were male romantic 
partners. Over half of the mothers reported forced vaginal/oral/anal sex at an average first 
age of 12 years old. It was found that the majority of sexual violence perpetrators were 
also males who were known to the mother and often those who were romantically 
involved.  
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Overall this suggests that the most concentrated source of domestic and sexual 
violence in this sample originates from males who are romantically involved with the 
mothers and may be fathers to the child welfare involved young children. Specific to 
sexual and physical abuse, regardless of whether it was during adulthood or childhood, 
the mothers in this sample tended to experience sexual and physical violence at young 
ages and more than once throughout their lives highlighting again the chronic nature of 
trauma exposure in this sample.  
A third key finding as a result of this study was the overlap of PTSD and reduced 
mental health. As shown in Table 4.14, the correlations between all three facets of trauma 
symptomology and mental illness were found to be highly significant. The strongest 
correlations were related to the items concerning feeling sad or depressed, difficulty 
sleeping, feeling bad about oneself, difficulty concentrating, and being unable to sit still 
for periods of time.  
These mental illness correlations may be indicative of the specific sorts of 
symptoms or side effects that mothers of young children with trauma histories who are 
child welfare involved experience (Neppl, Conger, Scaramella & Ontai, 2009). As well 
these co-occurring mental health deficits, combined with demographic data showing that 
most of the mothers were single, almost all were living in/below poverty, and 
approximately 9-14% were or might be pregnant further suggest the overall vulnerability 
of this population. These characteristics may further hamper a mother’s ability to parent 
her young children and successfully complete her child welfare case plan services (Drake 
& Pandy, 1996; Eckenrode, Smith, McCarthy & Dineen, 2014).  
152 
With 69% of mothers having five or more ACEs and about 71% experiencing 
emotional abuse during childhood, the impact of early trauma in this sample is likely 
substantial in terms of adult functioning and ability to parent. Needless to say the 
correlations between adverse childhood experiences, childhood emotional abuse, adult 
trauma exposure, and trauma symptom severity were significant. This further stresses the 
need to examine maternal trauma as a lifecourse phenomenon. Lifecourse experiences of 
violence combined with deficits to mental functioning are critical areas to consider when 
understanding mothers of young children and their subsequent risk for child 
maltreatment.  
A fourth and final key finding was specific to the concept of attachment and its 
complexity in this sample. The relationship positing adult attachment as a partial 
mediator of trauma severity on parenting behaviors was found to be non-significant in 
this study. Despite the fact that many different models were run, only five significant 
mediators were found however only when the control variables were not included in the 
analysis. Even though the mediators were not found to be significant, many of the models 
and the direct effects were indeed significant (p < .05). As well, despite the lack of 
statistical significance, several of the mediation models had sizeable R2 and Adjusted R2 
values, >.20. This may indicate that the practical significance of these relationships exists 
but that the ability to detect them statistically was absent due to sample size as well as 
poor reliability of the parenting and attachment instruments. The notion that maternal 
trauma symptomology is related to parenting behaviors therefore not only makes sense 
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but appears to be practically important even if adult attachment, as measured in this 
study, was not as relevant.  
Adult attachment was conceptualized in two main ways in this study: both in 
terms of dominant attachment typology as well as in the models of self and others. The 
models of self and others aid in describing how mothers perceive themselves and as well 
as other people in relationships specific to roles, expectations, and communication (Baer 
& Martinez, 2006).  Through regression analysis it was found that neither model (self or 
others) significantly associated with parenting behaviors and as a result correlations were 
used. The correlations between said models and parenting behaviors were non-significant 
save for a small positive relationship between model of others and maternal endorsement 
of physical punishment.  
Overall scores relative to the model of others in this sample indicated a high 
degree of distrust and lack of communication in relationships and are dominant respective 
to the disorganized and avoidant attachment typologies. It is possible that that there is an 
increased likelihood for mothers with disorganized and avoidant attachment styles to 
support the use of physical punishment in this population. It is also possible that when it 
concerns how mothers generally perceive the role of others in relationships, that feelings 
of distrust accompany an overall lack of communication.  
Similarly, it was found that ACEs and trauma exposure both correlated with 
overall insecure, resistant, and disorganized adult attachment but not avoidant 
attachment. In this case it is disorganized and resistant attachment styles rather than 
disorganized and avoidant styles that were significant. These two subtypes, disorganized 
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and resistant, overlap particularly in regard to high levels of anxiety and worry. Previous 
work has found a relationship between disorganized and resistant attachment and 
intergenerational cycles of violence citing high anxiety as a potential underlying cause 
(McVay, 2012). The notion of high anxiety was again mentioned in second study finding 
that childhood trauma exposure affects adult domestic violence risk when anxiety is used 
as a mediating variable (Godabout, Dutton, Lussier, & Sabourin, 2009).  
It is possible that the mothers in this study with disorganized and/or resistant 
attachment have high levels of anxiety about relationships and may be engaging in 
relationships as adults that replicate and validate their abuse histories as children. It may 
be that mothers with avoidant attachment styles developed such styles from other 
experiences not related directly to ACEs or adult trauma exposure. Quite possibly, this 
area of research may benefit by expanding upon how trauma is measured and defined.  
Perhaps an expanded view of traumatic exposure and symptoms, even one which 
incorporates more detail on adverse and stressful events, is necessary to understand the 
full scope of maternal trauma as it relates to attachment. Regardless, both specific 
behaviors (endorsement of physical punishment) as well as personal histories (trauma 
exposure and ACEs) seem to be related to specific attachment styles in this study. Adult 
attachment and trauma exposure, when combined, thus become that much more complex 
in this sample of mothers of young children involved in child welfare (Cloitre et al., 
2009).   
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Attachment is not a static concept especially when considering the impact of 
trauma on mothers of young children. Arguably who a mother is at 18 may not be the 
same as who she is at 30; the measurement of attachment and trauma in this study did not 
account for such differences in age or development. This finding of just how deep, vast, 
and sensitive one’s approach is to relationships can be is a major lesson from this work. 
Not without limitations, it is possible that some of the non-significant results were due to 
poor reliability and the use of a quantative cross sectional research design.  
Study Limitations 
In this study, there are natural limitations and areas in need of consideration in the 
areas of measurement reliability, research design, and qualitative data collection methods. 
The main limitation in this study concerned the poor reliability associated with some of 
the instruments. As shown in Table 4.40 in Appendix D, the instruments with the lowest 
reliability included the attachment subscales, the parenting subscales, as well as the 
questionnaire recording lifecourse traumatic events. These low reliabilities are 
concerning and represent important contextual factors to note in future work. Perhaps the 
most intriguing is the very low reliability on the secure attachment subscale. Given that 
the attachment measures used were continuous in nature, they were intended to provide a 
portrait of mothers attachment styles across all four domains; they were not intended to 
classify a mother into one specific category over another. The fact that the secure 
subscale is unreliable may suggest that secure attachment was the weakest type of 
attachment overall having the least amount of variability sample wide.  
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The second area with the lowest reliability regarded the parenting subscales. This 
was unexpected given that the measure selected, the AAPI-2, was found to have strong 
discriminant and diagnostic validity and was normed on parents with maltreatment and 
abuse histories (Bavolek & Keene, 2001). Other studies using the instrument itself found 
moderate validity with respect to the parenting subscales (Conners, Whiteside-Mansell, 
Deere, Ledet & Edwards, 2006; Rodriguez, 2013; Thomas & Looney, 2004). The poor 
reliability found in this study may be reflected in the lack of findings on the fourth 
research question. It is possible that such low reliability may be due to the difficulty in 
measuring such complex concepts combined with the overall low sample size. Important 
to note, that even when these instruments were used, the direct effects of trauma as an 
independent variable remained significant. This again suggests that the relationship from 
trauma to parenting is critical but that it was not measured the best in this study.  
In the future, so as to avoid such poor and limiting reliability, it is suggested that a 
deep and intense search of other studies using the same instruments is conducted prior to 
implementing the measures. This must extend past the developer’s handbook and may 
explore articles, books, and conference presentations where the instrument was used. As 
such, it may be necessary to contact those respective authors to gain insight on the 
strengths and weaknesses of the measure when applied. As well, it is possible that the 
exploration of complex concepts (attachment and parenting especially) can be improved 
through the use of mixed methods and qualitative measures.  
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Finally, it may be possible to improve reliability by the structured timing of 
measurement. Perhaps delaying the implementation of measures or utilizing a test-retest 
method can aid in improving the overall reliability and consistency of the measured 
concepts and overcoming some of the social desirability that accompanies asking about 
traumatic exposure and child maltreatment (Shadish, Cook, & Campbell, 2002). 
Reliability may be improved as well once rapport between the mother and the data 
collector (in this case the clinician) is established. Reliability and issues surrounding 
measurement must be considered in future work with these concepts.  
A second limitation concerns the nature of the research design itself. This study is 
exploratory and cross sectional utilizing a convenience sample of mothers. By default, 
this design has reduced generalizability and does not control for threats to internal 
validity most specifically prior treatment for PTSD or a related condition. This research 
design may not be ideal when examining complex subjects such as parenting, trauma, and 
attachment. These concepts may be over simplified when only one time point is measured 
and as a result, this study may be limited in its ability to provide in-depth detail 
respective to child welfare and maternal trauma. 
Despite the fact that sample size was calculated and estimated prior to data 
collection, it is highly possible that this study was underpowered. This project intended to 
collect data from an ideal sample size of about 138-150 so as to calculate a stable PTSD 
rate as well as meet the minimum required to conduct mediation analyses. The sample 
size was challenging to obtain as the rate of new intakes at C2C was not always 
consistent. As reported by the clinical director, very few of the mothers (about 1%), 
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declined to participate.  The lack of significance with respect to the mediated effects is 
likely due to the low sample size combined with the poor reliability on some of the 
measures.   
Additionally, this study was community based and the researcher consequently 
did not have control over aspects of the data collection process including training of 
clinicians as well as number of clinicians involved. The clinicians themselves consented 
the mothers to participate and reviewed the purpose of the study. This was deemed 
ethical, both by the university IRB and the county attorney’s office, however the 
clinicians were not trained researchers and did not obtain a certification in human 
subjects research. Consequently, it is possible that the use of clinicians in this role, had an 
effect on the mothers’ responses. Critical was the finding after data collection had ended 
that many of the mothers who participated were dually enrolled in a Drug Treatment 
Court program at C2C, about 85-90%. It is possible that the low overall rate of substance 
use measured was due to this concurrent court involvement and may be higher in samples 
not involved in such programs (Driessen et al., 2008).  
Pragmatically, it is possible that the number of items may have burdened the 
participants in completing the instruments. In designing this study, this limitation was 
perhaps given the most thought. Every instrument was examined multiple times in order 
to ensure that it was absolutely necessary to the study. The demographic data sheet was 
shortened and a shorter trauma symptom measure was implemented. The instruments as 
well were piloted with family, friends, and colleagues to ensure that they were not 
extraordinarily time consuming. In order to compensate for the length of the surveys and 
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reduce burden, this researcher employed a self-report approach to instrumentation instead 
of the originally proposed interview method. Regardless, the instruments may have just 
been too lengthy for some of the mothers who participated.  
As well it is possible, that even though mothers were enrolled in the study prior to 
receiving trauma informed therapies, that they had received some other sort of care that 
impacted the overall measurement of the variables. This limitation was justified 
considering the little known about this population respective to the research area was 
addressed by measuring mothers at the start of their clinical services. In this manner, it is 
thought that any intervention effects from C2C services were minimized. These sample 
characteristics limit the applicability of this work to other child welfare samples and are 
important limitations of this study.  
The third and final limitation of this study concerns the approach to trauma 
measurement utilized. Trauma research is best conducted with a mixed methods 
technique: one that utilizes both quantative and qualitative measures (Boeje, Slagt & van 
Wesel, 2013; Creswell & Zhang, 2009). As mentioned above, many of the mothers 
reportedly were affected by the instruments used and in fact asked their clinicians to 
either stay with them or read the instruments to them during data collection. A few of the 
mothers with noted histories of violence and abuse (as reported by the clinical director) 
left entire instruments or sections blank. In this regard the THQ, which measured trauma 
exposure, was particularly problematic. When asked how many times a specific event 
occurred, some mothers put a single number, some put a number with a plus sign, and 
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some put words such as ‘a lot’ or ‘many.’ As a result the number of times a specific event 
occurred in this sample could not be reliably calculated as this data was missing.  
On other measures, some mothers could not remember events, people, or places 
and some even wrote in the margins ‘I do not want to say.’ Even just asking about their 
trauma, in a safe, clinical environment, was frightening to some. These findings may 
indicate that purely quantative approaches may not be effective and provide at best 
conservative estimates of trauma exposure, trauma symptoms, attachment style, and 
parenting behaviors. It is also possible that the measurements used, while intended to be 
valid and reliable, simply did not resonate with the mothers and that some underreporting 
occurred given the self-report nature of the collected. Maternal trauma, much like 
maternal adult attachment, may take varying forms and shapes at different stages of life. 
These limitations, while worth noting, are informative in pushing the field forward in the 
areas of practice, policy, and research and assist in the development of better approaches 
and measures by which to understand these complex, lifelong subjects.  
Social Work Practice 
Specific to social work practice, this research overwhelmingly stresses the need to 
examine adversity and stress from a lifecourse perspective. If this study measured just 
childhood or just adult trauma, it would be incomplete in telling the story of these 
mothers. As shown Chapter IV, mothers in this sample experienced an average of five 
ACEs, three categories of childhood emotional abuse, as well as seven other traumatic 
events throughout their lives. Childhood experiences of domestic violence, substance use 
or mental illness in the home, sexual abuse, physical abuse as well as emotional abuse in 
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the form of insults, guilt, and humiliation were not uncommon. The most common 
categories of childhood trauma included domestic violence (63%), parental divorce 
(60%), and verbal abuse (57%). The most common categories respective to emotional 
abuse included yelling (82%), guilt (60%), and critique (62%). Overall, 92% of mothers 
had at least once category of ACE and the majority had experienced emotional abuse 
sometimes or more during childhood.  
The impacts of such childhood exposure to stress and trauma across domains, 
physical, sexual, and emotional, cannot be understated (Drury et al., 2014, Drury et al., 
2012; Duke, Pettingell, McMorris, & Borosky, 2010). It is possible that with increased 
experiences of childhood trauma, that an increase in maladaptive adult coping behaviors 
exists. This study found that about 55% of mothers admitted to using substances at one 
point in their life; considering that this was a court based sample, mothers may be 
underreporting their substance use activity, concerned that this information will be used 
against them in the future. As such this data serves as a baseline estimate.  
Compounding childhood exposure to trauma is the need to understand the 
complexity associated with trauma symptoms, trauma triggers, and correlated mental 
health declines. It is thought that these facets of trauma etiology are critical to both 
positive parenting as well as overall maternal quality of life. Trauma cannot be treated as 
a singular concept and must be assessed each time with each client respective to her 
specific needs, strengths, and social environment (Connell-Carrick & Scannapieco, 
2006).  
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Social work practitioners, working with samples such as this one, must then 
conduct intakes and assessments that incorporate the entire lifecourse and must be weary 
of hyper-focusing on the presenting problem without fully appreciating the underlying 
correlates of such. Specifically, social work practitioners can make use of the findings 
concerning common trauma symptoms and overlap between mental health, domestic 
violence, and lifecourse traumatic events to provide improved referrals and treat the 
whole person without blame or shame. Such a viewpoint resonates with both the person 
in environment and biopsychosocialspiritual approaches to social work practice (Uehara 
et al., 2013). Therefore, using a lifecourse framework to understand trauma in child 
welfare involved mothers not only make sense but also aligns with social work ethics and 
values particularly in the areas of service, competence, and the inherent dignity/worth of 
the person (National Association of Social Workers, 2008).  
Social Work Policy 
Whereas the practice implications of this work center around the way that mothers 
with or at risk for trauma exposure are assessed and the way that presenting problems and 
child welfare involvement are defined, potential policy implications concern approaches 
to legislation and programming that are trauma informed and population specific. 
Although the overall sample did not meet the clinical PTSD threshold, the average score 
was not too far below the cutoff.  This may suggest that experiences of trauma, even if 
not clinically diagnosable, are likely common for child welfare involved mothers of 
young children. Programmatically, this subsyndromal or subclinical PTSD finding may 
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indicate an opportunity to provide intervention/prevention programming to this sample so 
that trauma symptoms do not escalate to a clinically significant level.    
Explicit to child welfare programming, this sample of mothers with young 
children is likely to benefit from services that are trauma focused and informed and that 
also appreciate the impact of trauma on functioning, mental health, and ability to parent. 
The overall exposure to violence combined with the high rates of poverty, high rates of 
instability as well as reduced rates of service utilization may serve as barriers to effective 
child welfare intervention and prevention programming. In terms of racial and ethnic 
status, this study had an underrepresentation of white mothers respective to the general 
U.S. population (47% vs 62%) yet was about equal to the percentage of whites in Arizona 
(48%). When examining the nation as a whole, African Americans were equally 
represented with a rate of about 12% however overrepresented with respect to Arizona 
(4%). Those who were Hispanic were overrepresented in comparison to the nation (31% 
vs 17%) however almost equally represented with respect to Arizona (38%). Other 
groups including Asians, Native Americans, and Pacific Islanders totaled about 9.8% of 
this sample was nearly equal to the rest of the country (8%) as well as Arizona (10%) 
(Kaiser Family Foundation, 2013).  
Child welfare programming specific to this population must pay attention to any 
over or underrepresentation of racial and ethnic groups in policy formation and 
implementation. Different groups of mothers will likely need different kinds of services 
and a disproportionate problem in kind requires a disproportionate response. 
Subsequently, mothers with trauma histories may have needs that are unmet by existing 
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service delivery systems as well as strengths that are unknown and as a result 
underutilized (Hodas, 2006; Purvis, Cross, Dansereau & Parris, 2013).  
Specifically, there are implications for investigation, assessment, case planning, 
as well as the permanency decision processes in child welfare. Both the literature and the 
field agree that there are some families who will continually return to the attention of the 
formal child welfare system even when all possible services and treatments are offered 
(Kitamura et al., 2009; Kolko et al., 2010). This may indicate that the root cause of such 
maltreatment related behaviors are unknown and as such untreated. Without 
understanding the mechanisms behind child abuse and neglect, lasting change is less 
likely to occur and may encourage the continued cycle of intergenerational maltreatment 
(Conradi, Wherry & Kieiel, 2011; Covington, 2007). This study may assist in the 
elucidation of some of the trauma specific forces underlying such cyclical and 
intergenerational patterns of maltreatment/violence in this sample. 
By measuring the rate of trauma symptomology and frequency in this sample, 
existing programs can thus improve to be more sensitive with respect to a mother’s 
trauma history and potential trauma triggers. Improved programming also accompanies 
implications for workforce development efforts. Interdisciplinary training that child 
welfare workers, law enforcement officers, legal professionals, medical professionals, 
and clinical staff receive should be aware of the potential for trauma exposure and 
symptoms in this sample (Garner et al., 2012). Child maltreatment investigations need to 
be completed in ways that are trauma sensitive and case planning needs to account for 
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trauma symptomology and histories of violence in ways that do not unfairly blame or 
accuse the mother.  
Dependency determination timelines may benefit from changes as well: current 
timelines may be too short for mothers to receive trauma treatment, attain stability, and 
learn to parent in ways that are both nurturing and safe (Foa, Keane, Friedman & Cohen 
2009). Furthermore, integrating an understanding of trauma into child welfare work could 
change the way that the courts determine “reasonable or diligent efforts:” as providing all 
the services that the agency has to a mother with a history of traumatic events may 
insufficient if they do not meet her needs while capitalizing on her existing strengths and 
supports in a trauma informed way (Geiger et al., 2015).  
As well, the understanding that these experiences are not uncommon may change 
the way mothers of young children are portrayed: mothers who are seen as ‘non-
compliant’ may really be trauma triggered and as a result need a different kind of care to 
parent their young children effectively. Awareness of the needs of this population, 
through research such as this, is the first crucial step to improving upon policy. It is 
thought that such shifts in macro level thinking will benefit both the mother and her child 
and may even reduce the risk for re-entry into the child welfare system in the future 
(Berlin, Appleyard & Dodge, 2011). Overall, these policy implications align with and 
support the current trend of applying and evaluating trauma informed care in child 
welfare involved populations (Center for Advanced Studies in Child Welfare, 2013; 
CSSP, 2006; Center for Mental Health Services; Edelson, 2004).  
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Together these potential implications for practice and policy support current child 
welfare efforts while also providing opportunities for growth and advancement in the 
future. Practice implications which stress the lifecourse nature and impact of trauma 
effect the way that assessments are done and referrals made. Practitioners who 
understand the underlying correlates of the presenting problem or reason for child 
maltreatment are likely to provide better services to their clients that are sensitive to ones 
trauma history, symptoms, as well as risk for domestic violence and mental illness. 
Polices as well have the opportunity to re-conceptualize the best way to approach this 
population in terms of effective trauma informed programming as well as understanding 
potential barriers to service completion. Child welfare investigations, case planning 
efforts, and permanency determination procedures may be enhanced by these findings 
and may aid in combating intergenerational cycles of violence and maltreatment. Natural 
training implications also percolate in that social workers and other related professionals 
appreciate the effect of trauma on a mother’s functioning, quality of life as well as the 
ability to parent her young children effectively. 
Future Research 
 In addition to practice and policy implications, implications for future research are 
abundant given both the limitations and exploratory nature of this study. This sample was 
one that focused on those mothers living in Maricopa County, Arizona. As a result, these 
findings may be imbued with cultural and regional nuances of maternal trauma that are 
not uniform across all mothers of young children who are child welfare involved. That 
said, studies with similar populations that are located in different areas of the country will 
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likely assist in shedding light onto this subject. In the same manner, through additional 
comparative studies, researchers have the opportunity to test measures and research 
designs to determine which processes are the most accurate and reliable in the 
measurement of trauma, attachment, and parenting in mothers of young children with 
child maltreatment allegations. Given that this study was seated in The Safe Babies Court 
Teams model (Osofsky, et al., 2007; Zero to Three, 2015), there are natural opportunities 
to collect data from other court teams locations and accordingly compare and contrast 
those findings (Lederman, Gomez-Kaifer, Katz, Thomlison & Maze, 2009).  
 Specific to this study, the limited and problematic reliability associated with the 
attachment and parenting measures may have been the main reason why non-significance 
was found relative to mediation. In the future, studies with populations of child welfare 
involved mothers of young children may want to select more robust measures that 
incorporate ethnographic, observational, and/or other qualitative measures so as to 
complement and enhance both existing survey methods as well as the generalizability of 
findings. Particularly, the findings associated with maternal trauma event exposure, 
symptom frequency, symptom severity, and relationship approaches may be especially 
informative to future research efforts.  
Finally, given that this study is cross sectional in nature, longitudinal studies that 
examine how manifestations of maternal trauma change over time and are affected by 
child welfare involvement as well as prevention/intervention programming are thought to 
be useful. Such longer term work may want to capitalize on the age of the mother in 
understanding how perceptions of trauma, attachment, and parenting are not only related 
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to child welfare involvement but as well change as the mother ages herself (Clemmons, 
Walsh, DiLillo & Messman-Moore, 2007). In the same manner, there is an opportunity to 
conduct program evaluations on existing child welfare programs to determine how 
trauma is defined, the effectiveness of addressing/treating maternal trauma, workforce 
training protocol, as well as the overall impact to parenting and reduced re-entry into the 
child welfare system. 
Conclusion 
 The subject of maternal trauma and child welfare involvement has strong 
implications for both social work policy and practice as well as informing future social 
work research. The findings from this study concerning the rate of PTSD, sexual abuse, 
physical abuse, and emotional abuse during childhood demonstrate that these mothers 
have endured much adversity throughout their lives. Undoubtedly such early and chronic 
exposure to stress and adversity has consequences that span physical, emotional, 
cognitive, and social domains. Particular to this study, a possible outcome of such trauma 
concerns the ability to effectively parent young children. Through this deepened 
understanding of maternal trauma, social workers and social work academics alike have 
the opportunity to increase trauma informed efforts in child welfare. In working together, 
it is possible to advance the field of child welfare to better address cyclical maltreatment 
and at the same time improve life for both the mother and her young children into the 
next generation. 
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Table 2.1- Summary of Recent Studies 
Study Authors Sample Methods Findings Considerations and Limitations 
Ammerman, 
Putnam, Chard, 
Stevens, & Van 
Ginkel, 2012a 
Sample: mothers 
involved in home 
visitation, N=90 
[n=35, depression 
n=55 PTSD] 
 
Participants had to have 
at least one of three risk 
characteristics: 
unmarried, low income, 
inadequate prenatal care 
 
-Purposive sampling 
Semi-structured 
interview: depression,  
global assessment of 
functioning 
Self Report:  social 
support, postnatal 
depression, brief trauma 
symptoms, childhood 
trauma, parenting and 
childhood functioning, 
parenting stress 
Observational: 
Assessment of home 
environment 
 
 
Results:  
-PTSD and depression correlate to 
child sexual abuse, greater severity of 
depressive symptoms, increased social 
isolation, and reduced functioning 
when compared to mothers with PTSD 
but without depression 
-Overall maternal PTSD tended to 
manifest through emotional numbness 
and avoidance  
-Maternal PTSD was associated with 
increased maternal mental illness even 
when depression severity was 
controlled  
-37.6% of mothers with depressive 
disorder also had PTSD 
-most mothers had multiple trauma 
histories: 31.4% child sexual abuse, 
22.9% adult sexual assault, 14.3% 
physical sexual assault, 11.4% 
childhood physical abuse 
Approach to trauma: lifecourse and 
cumulative 
 
Childhood trauma was common 
The use of clinician interviews to 
measure depression and trauma was a 
strength and parenting was measured 
observationally  
 
Limitations: 
-Sample size is small and power may be 
insufficient  
-Limited Generalizability: home 
visitation 
-Childhood maltreatment was measured  
-Adult trauma was not systematically 
measured yet DV was 
Taft,  Resick,  
Watkins, & 
 Panuzio, 2009 
 
Sample: Adult female 
rape or assault victims 
with PTSD, participating 
in a clinical therapeutic 
trail N=162 
-Placed into Mood 
Disorder and PTSD 
groups 
 
Semi-structured 
interview: 
Measured PTSD, mood 
disorders, depression, 
endorsement of 
physical punishment, 
adult sexual assault 
victimization 
 
Results: 
-All participants met PTSD criteria 
- 52% met criteria for depression  
- Average of 28 abusive behaviors 
from partners; average of 10 sexual 
assault experiences in adulthood  
- Symptom severity was comparable to 
other populations of affected women  
Approach to trauma: lifecourse and 
cumulative 
 
-Examining beliefs and perception 
around the trauma aids in the 
understanding of symptom 
-Sample was exposed to multiple kinds 
of traumas and as a result psychological 
distress/depression may have been a 
208 
-Purposive Sampling Self-report: 
trauma symptomology 
(cognitive distortions, 
dissociation, and 
avoidance)  
- Those with only PTSD had increased 
child sexual abuse histories compared 
to PTSD comorbid with depression 
- Those with PTSD and MDD had 
increased cognitive disruptions and 
distortions to beliefs, PTSD severity, 
and depression severity 
- IPV was associated with PTSD 
-Cognitive distortions and dissociation 
were the strongest predictors of 
increased PTSD and co-morbid 
depression 
 
stronger predictor than recent trauma 
exposure  
-Comorbidity is related to trauma 
symptom severity 
 
Limitations: 
-Retrospective memory and self-report 
-Memory may have been influenced by 
current emotional state 
-Limited generalizability: treatment 
seeking women with assault histories.  
-What role did the assault have in the 
development of mental illness apart 
from other interpersonal traumas? 
Chemtob 
Griffing, 
Tullberg, 
Roberts, & Ellis, 
2011 
 
Sample: Mothers and 
their children in child 
welfare prevention 
programs, N=127 
 
-57.3% had preschool 
aged children 
-20.8% of families were 
court monitored 
 
-Systematic sampling 
Self Report: 
trauma exposure, 
trauma symptom 
frequency and severity, 
depression, parent 
perceptions of child 
trauma 
Results: 
- 91.6% of mothers experienced at least 
one traumatic event (M = 2.60)  
-73.2% multiple trauma exposure 
-18.9% had five or more types of 
trauma exposure 
- Interpersonal violence common, 
70.9% physical/sexual assault by a 
family member 
- 92.2% of mothers reported their 
children had been exposed to one or 
more traumas (M = 4.85) 
- 54.3% of mothers met PTSD criteria   
- 61.7% of mothers met the criteria for 
depression 
- 48.8% of mothers met criteria for co-
morbid PTSD and depression 
- Symptoms included re-experiencing, 
avoidance, and hyperarousal 
Approach to trauma: lifecourse and 
cumulative  
 
 
-Burden associated with data collection 
and time required by case managers and 
mothers varied and suggests that trauma 
assessment is perceived differently by 
different people.  
 
-Very few mothers reported being 
triggered by the questions.  
 
Limitations: 
-Use of self-report data,  
-restricted sample,  
-limited follow up  
-Generalizability is limited.  
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-about 35% of the parents felt that 
these symptoms affect their parenting 
adversely  
-Most mothers were not receiving 
mental health services   
Cohen, Hein, & 
Batchelder, 2008 
 
 
Sample: 
Urban mothers, N=176 
placed into four groups; 
recruited over 5 years 
-Substance Use, n=41 
-Depression n=40 
-Comorbid n=47 
-Control n=48 
 
-Purposive sampling 
 
Semi-structured 
interview: crystallized 
intelligence, psychiatric 
functioning, substance 
use, and treatment 
history as well as 
parenting measures, 
relative to child 
functioning,  
 
Biological: 
Urine was also 
collected  
Results:  
-Mothers in the three diagnostic groups 
had greater interpersonal trauma 
exposure and greater child abuse 
compared to the control 
-Comorbid mothers had the most 
interpersonal trauma, physical abuse, 
and childhood witnessing of violence.  
-Substance Using mothers had the 
highest rates of DV and more sexual 
assault. 
-Cumulative trauma significantly 
predicted all parenting outcomes, 
Substance use and depression are 
significantly related to maltreatment  
-PTSD is significantly negatively 
related to physical discipline 
-30.1% had histories of depression 
17% met criteria for current PTSD, 
10.2% met criteria for past PTSD 
-Overall 71.6% had experienced 
interpersonal trauma,40.9% childhood 
sexual abuse, 35.2% childhood 
physical abuse, 17% witnessed 
violence, 31.9% adult domestic 
violence and 15.9% adult sexual 
assault 
 
Approach to trauma: lifecourse and 
cumulative  
 
-PTSD was measured in terms of 
lifecourse experiences both 
interpersonal and non 
-Childhood trauma was measured 
separately from adult trauma 
 
Limitations: 
- Complex trauma and the vagueness in 
the DSM may make diagnosis hard.  
- The negative association between 
PTSD and physical punishment may be 
due to the overwhelming dissociation 
present.  
-Maternal trauma may not look like 
trauma in other groups. Suggest the 
category of Disorders of extreme stress 
not otherwise specified instead of 
PTSD. 
- Urban sample, mostly African 
American. Generalizability may be 
limited 
-Measures were self-report and 
retrospective memory may be flawed. 
 –Bias in memory may be a problem.   
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Note: unless otherwise noted, all samples N=141 
Table 4.1 
 Age and Pregnancy  
Variable Min Max M(SD) N 
Age  18 42 27.21(5.52) 141 
Number of Children 1 9 3.10(1.80) 140 
Child Ages 
Age of First Child  1 month 19.92  6.97(5.64) 140 
 Age of Second Child 1 month 18.00 6.00(4.88) 106 
Age of Third Child  1 month 17.00 4.78(4.56) 79 
Age of Fourth Child  1 month 14.00 3.18(3.41) 53 
Age of Fifth Child (N=23) 2 months 11.00 3.30(3.13) 23 
Age of Sixth Child  3 months 8.00 3.32(3.05) 14 
Age of Seventh Child  2 months 4.00 2.17(1.17) 7 
Age of Eighth Child  1 month 2.00 11 months(1.00) 3 
Age of Ninth Child  1 month 1 month 1(/) 1 
 Yes Unsure  
 Percent Frequency Percent Frequency  
Currently Pregnant 9.2 13 5 7 138 
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Table 4.2 
Ethnicity  
Variable Frequency (N) Percentage 
White 67 47.5 
Black 17 12.1 
Hispanic 43 30.5 
Asian 3 2.1 
Native American 5 3.5 
Pacific Islander 1 .7 
Other* 5 3.5 
*includes multi racial, Creole, biracial  
 
 
 
Table 4.3 
 
Marital Status 
Variable Frequency (N) Percentage 
Unknown 
1     .7 
Single 
83 58.9 
Married 
22 15.6 
Divorced 
8   5.7 
Unmarried Partners 
19 13.5 
Separated 
8   5.7 
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Table 4.4 
Education, Employment, and Income 
Variable Frequency (N) Percentage 
Education 
6th grade 
1     .7 
7th grade 
1     .7 
8th grade 
7   5.0 
9th grade 
16 11.3 
10th grade 
9   6.4 
11th grade 
26 18.4 
High School Graduate 
25 17.7 
Some College 
49 34.8 
College Graduate 
7   5.0 
 
  
Employment 
Unemployed 
87 61.7 
Part time 
19 13.5 
Full time 
20 14.2 
Not employed, disability  
2   1.4 
Not employed, rehab 
2   1.4 
Retired 
10   7.1 
215 
 
  
 
Income (in dollars, annually) 
<5,000 
84 59.6 
6,000-10,000 
17 12.1 
11,000-20,000 
21 14.9 
21,000-30,000 
7   5.0 
31,000-40,000 
4   2.8 
41,000-50,000 
2   1.4 
>51,000 
2   1.4 
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Table 4.5 
Service Utilization 
Service Frequency who utilize (N) Percentage who utilize 
Food Stamps or WIC 106 75.2 
Section 8 Housing 10   7.1 
SSI/SSDI 13   9.2 
Cash Assistance 5   3.5 
DES Daycare 7   5.0 
Community Food Boxes 41 29.1 
AHCCCS 96 68.1 
RBHA Mental Health  20 14.2 
Other Services 11   7.8 
*Other includes: drug treatment, DV shelters and rehab 
 
 
 
Table 4.6 
Residential and Living Situation  
Living Situation Frequency  (N) Percentage  
Alone 21 14.9 
With Significant Other 36 25.5 
With Family 45 31.9 
With Friends 16 11.3 
Homeless 19 13.5 
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Table 4.7 
Substance Use History and Treatment 
Variable Frequency who responded yes (N) Percentage who responded 
yes 
Do you use drugs not required for any medical 
conditions? 
15 10.6 
Prior Treatment for Substance Use 78 55.3 
Drug Use initiation M(SD) Min, Max 
Age (in years) 15.5(4.02) 8, 30 
Substance Used, past three months Percentage who use 
 Never Once or 
Twice 
Monthly Weekly Daily % using at least once 
Alcohol  69.5 18.4 2.8 2.8   3.5 30.5 
Cigarettes/Tobacco 35.5   4.3 1.4 5.0 50.4 64.5 
Marijuana 72.3   9.2 1.4 8.5   5.0 27.7 
Crack Cocaine 92.9   2.8    0   0   1.4   7.1 
Cocaine 93.6   2.1    0   0   1.4   6.4 
Heroin/Opioids 87.2   1.4    0 2.8   5.0 12.8 
Prescription Pills 78.0   6.4 1.4 2.1   9.2 22.0 
Methamphetamine  75.9   4.3 4.3 5.7   7.1 24.1 
Hallucinogens 94.3   1.4    0 1.4      0   5.7 
Sedatives  94.3     .7 1.4    0     .7   5.7 
Inhalants 97.2     0 1.4 1.0      0   2.8 
Other 94.3     0    0 1.4     .7   5.7 
Overall Average, across substances=17.92% 
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Table 4.8 
Mental Health History and Symptoms 
Variable Frequency who responded yes (N) Percentage who responded yes 
Mental Health History 
Has anyone told you that you have a mental illness 64 45.4 
If yes what did they say you had?* 
Anxiety & Depression 31 22.0 
Bipolar 18 12.8 
Schizophrenia  2   1.4 
Asperger’s 1     .7 
OCD 4   2.8 
ADHD/ADD 6   4.3 
Addiction 7   1.4 
PTSD 16 11.4 
Prior Treatment for Mental Health 52 36.9 
Do you take medicine for a mental illness currently? 37 26.2 
Mental Illness Symptoms, Past 3 months Percentage  
 Not at all  Sometimes Half the time Almost Everyday Everyday % at least half the time 
Loss of interest 41.1 37.6   9.9   9.2 .7 21.3 
Feeling sad/depressed 14.9 42.0 20.6 20.6 .7 41.3 
Disruptions to seeping 22.0 25.5 23.4 27.7 .7 52.5 
Disruptions to eating 35.5 30.5 17.7 14.9 .7 34.0 
Feeling bad about oneself 34.0 38.3 12.8 13.5 .7 27.7 
Difficulty Concentrating 33.3 39.7   9.2 16.3 .7 27.0 
Fidgety/Cannot sit still 46.8 31.9   8.5 10.6 .7 21.3 
Felt like you were moving in slow motion  59.6 25.5   2.8 11.3  0 34.1 
Wanted to hurt yourself 89.4   9.2      0      0 .7   1.4 
Overall Average, across symptoms excluding wanting to hurt oneself at least half the time 32.63 
*could pick more than one 
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Table 4.9 
Domestic Violence History 
Variable* Frequency who responded yes 
(N0 
Percentage who responded 
yes 
Was jealous and possessive and wouldn’t let you have friends or go 
out in public? 
98 69.5 
Tried to control you by making all the decisions and by being bossy? 99 70.2 
Threatened to hurt you or your children? 72 51.1 
Was violent or had a history of fighting? 105 74.5 
Pressured or forced you to do sexual things when you didn’t want to? 56 39.7 
Used drugs and alcohol and pressured you to do the same thing? 66 46.8 
Blamed you for everything? 104 73.8 
Hit, pushed, choked or hurt you physically in any other way? 104 73.8 
Caused your family and friends to worry about you or your children? 92 65.2 
Scared you for any other reason? 85 60.3 
Average across categories, 62.49% 
*could pick more than one 
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Table 4.10 
Domestic Violence, Perpetrator, Age, and Help Seeking History  
Who did this happen with?  
 Percentage Frequency (where appropriate)* 
Male Romantic Partner 82.3 Not appropriate* 
Female Romantic Partner   2.1  
Mother/Step mother 12.1  
Father/Step Father 17.0  
Female Relative   4.9  
Male Relative   9.1  
Female Friend   5.7  
Male Friend   3.5  
Other1   9.9  
How old were you when this first happened?  
<5 years  9.9 14 
6- 10 years  10.6 15 
11-15 years 12.8 18 
16-18 years 14.2 20 
19-25 years 19.2 27 
26-30 years   8.5 12 
30+ years   3.5 5 
Overall average age, first exposure 15.3  
Did you get help?  
Yes 52.5 65 
No 47.5 56 
If so where did you go?  
Police/911 31.9 Not appropriate* 
CPS Social Worker 12.1  
Other Social Worker   1.4  
Family 36.2  
Friend 16.3  
Other2 23.4  
1other included: babysitters, strangers, neighbors 
2other included: churches/pastors, DV shelters, hospitals, rehab centers, therapists 
*could pick more than one  
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Table 4.11 
Domestic Violence, Reasons for not seeking help 
If no why not?(n=56) 
 Percentage Frequency (N) 
Both were at fault   1.8 1 
Scared of being abused again 14.3 8 
Didn’t need help/deal with alone   7.1 4 
Thought it was normal 14.3 8 
Didn’t want to create drama   5.4 3 
Ended the relationship 19.6 11 
Was already on probation, involving in illegal activity   5.4 3 
Moved in with family   5.4 3 
Went to shelter   3.6 2 
Offender went to prison   1.8 1 
Told therapist or police, nothing happened   7.1 4 
No one cared   5.4 4 
Was a child   7.1 
 
4 
 
Table 4.12 
PTSD Rate 
PTSD Rate 
 Percent meeting clinical cutoff  N 
Total Trauma Score 34.6  130 
Trauma Severity 33.6  130 
Trauma Frequency 38.8  134 
Note: The cutoff for Frequency was a summed score of 23+, Severity, 47+ and total 71+ 
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Table 4.13 
Trauma and Substance Use Correlations 
Trauma and Substance Use 
  
Trauma 
Severity 
Trauma 
Frequency 
Trauma 
Total 
Do you use any drugs not required for medical conditions? Correlation -.006 -.010 -.005 
Sig.  .947 .907 .954 
N 131 130 127 
How often have you used alcohol in the past three months? Correlation .062 .019 .058 
Sig.  .481 .833 .515 
N 132 132 128 
How often have you used cigarettes or tobacco in the past three 
months? 
Correlation .061 -.010 .046 
Sig.  .486 .909 .609 
N 132 132 128 
How often have you used marijuana in the past three months? Correlation .291** .336** .325** 
Sig.  .001 .000 .000 
N 131 131 127 
How often have you used crack in the past three months? Correlation .241** .206* .234** 
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Sig.  .005 .018 .008 
N 132 132 128 
How often have you used cocaine in the past three months? Correlation .226** .194* .220* 
Sig.  .009 .026 .013 
N 132 132 128 
How often have you used heroin or opioids in the past three 
months? 
Correlation .069 .031 .062 
Sig.  .433 .727 .486 
N 131 131 127 
How often have you used prescription pills in the past three 
months? 
Correlation -.003 .012 .002 
Sig.  .972 .887 .986 
N 132 132 128 
How often have you used methamphetamine in the past three 
months? 
Correlation -.052 -.127 -.082 
Sig.  .551 .148 .355 
N 132 132 128 
How often have you used hallucinogens in the past three 
months? 
Correlation .034 .121 .075 
Sig.  .695 .165 .402 
N 132 132 128 
How often have you used sedatives in the past three months? Correlation .040 .094 .066 
Sig.  .649 .283 .458 
224 
N 132 132 128 
How often have you used inhalants in the past three months? Correlation .064 .073 .069 
Sig.  .466 .407 .439 
N 132 132 128 
How often have you used any other substance in the past three 
months? 
Correlation .069 .142 .104 
Sig.  .434 .105 .245 
N 132 132 128 
How old were you when you first tried drugs? Correlation -.042 -.077 -.061 
Sig.  .654 .408 .517 
N 118 117 114 
Have you ever gotten treatment for substance use? Correlation .246** .227** .237** 
Sig. (2-
tailed) 
.005 .010 .008 
N 129 129 125 
**Correlation is significant at p<0.01  
*Correlation is significant at p<0.05  
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Table 4.14 
Trauma and Mental Illness Correlations 
 
 
Trauma Severity 
Trauma 
Frequency 
Trauma 
Total 
Has anyone ever told you that you have a mental illness? Correlation .407** .413** .412** 
Sig. .000 .000 .000 
N 130 129 126 
Have you ever gotten help for a mental illness? Correlation .442** .418** .434** 
Sig.  .000 .000 .000 
N 130 129 126 
Do you take medicine for a mental illness? Correlation .271** .317** .284** 
Sig.  .002 .000 .001 
N 129 129 125 
In the past three months how often have you had little interest in 
doing things you normally like? 
Correlation .452** .374** .431** 
Sig.  .000 .000 .000 
N 133 133 129 
In the past three months how often have you felt sad or 
depressed? 
Correlation .524** .457** .505** 
Sig.  .000 .000 .000 
N 134 134 130 
Correlation .628** .571** .614** 
226 
In the past three months how often have you had trouble 
sleeping? 
Sig.  .000 .000 .000 
N 134 134 130 
In the past three months how often have you eaten too much or 
not enough? 
Correlation .360** .314** .339** 
Sig.  .000 .000 .000 
N 134 134 130 
In the past three months how often have you felt bad about 
yourself? 
Correlation .534** .439** .512** 
Sig.  .000 .000 .000 
N 134 134 130 
In the past three months how often have you had difficulty 
concentrating? 
Correlation .587** .468** .551** 
Sig.  .000 .000 .000 
N 134 134 130 
In the past three months how often have you been very fidgety? Correlation .614** .504** .575** 
    
Sig.  .000 .000 .000 
n 133 133 129 
In the past three months how often have you felt like you were 
moving very slow? 
Correlation .342** .253** .323** 
Sig.  .000 .003 .000 
n 134 134 130 
Correlation .346** .277** .329** 
227 
In the past three months how often have you felt like you wanted 
to hurt yourself? 
Sig.  .000 .001 .000 
n 134 134 130 
**Correlation is significant at p< 0.01 level, *Correlation is significant at p< 0.05 level 
 
Table 4.15 
Trauma and Domestic Violence Correlations 
  
Trauma 
Severity 
Trauma 
Frequency 
Trauma 
Total 
Have you ever been in a relationship with someone who Was jealous and 
possessive and wouldn’t let you have friends or go out in public? 
Correlation .278** .216* .247** 
Sig.  .001 .012 .005 
N 134 134 130 
Have you ever been in a relationship with someone who Tried to control 
you by making all the decisions and by being bossy? 
Correlation .295** .228** .263** 
Sig.  .001 .008 .003 
N 134 134 130 
Have you ever been in a relationship with someone who Threatened to 
hurt you or your children? 
Correlation .365** .252** .339** 
Sig.  .000 .003 .000 
N 134 134 130 
Have you ever been in a relationship with someone who Was violent or 
had a history of fighting? 
Correlation .291** .283** .285** 
Sig.  .001 .001 .001 
N 134 134 130 
Correlation .206* .161 .199* 
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Have you ever been in a relationship with someone who Pressured or 
forced you to do sexual things when you didn’t want to? 
Sig.  .017 .064 .023 
N 134 134 130 
Have you ever been in a relationship with someone who Used drugs and 
alcohol and pressured you to do the same thing? 
Correlation .310** .253** .304** 
Sig.  .000 .003 .000 
N 134 134 130 
Have you ever been in a relationship with someone who Blamed you for 
everything? 
Correlation .288** .214* .279** 
Sig.  .001 .013 .001 
N 134 134 130 
Have you ever been in a relationship with someone who Hit, pushed, 
choked or hurt you physically in any other way? 
Correlation .277** .262** .267** 
Sig.  .001 .002 .002 
N 134 134 130 
Have you ever been in a relationship with someone who Caused your 
family and friends to worry about you or your children? 
Correlation .408** .299** .386** 
Sig.  .000 .000 .000 
N 134 134 130 
Have you ever been in a relationship with someone who Scared you for 
any other reason 
Correlation .437** .338** .423** 
Sig.  .000 .000 .000 
N 133 133 129 
**Correlation is significant at p<0.01  
*Correlation is significant at p<0.05  
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Table 4.16 
Manifested Trauma Symptom Detail 
Variable   
 Frequency1  Severity2 
 M(SD) M(SD) 
Have you experienced re-occurring thoughts that trouble you or have you continuously remembered what happened?  1.49(1.15) 2.69(1.38) 
Have you had repetitive bad dreams about what happened?   .89(1.01) 2.69(1.38) 
Have you experienced suddenly reliving what occurred to you, or feeling or acting as if it was happening again?  .77(.93 2.25(1.41) 
Have you ever felt emotionally upset when you are reminded of what happened; for instance at anniversaries of events? 1.19(.98) 2.74(1.43) 
Do you often do your best to avoid any thoughts or feelings related to what happened?  1.63(1.21) 2.75(1.40) 
Do you often try to avoid any action, thing, or place that reminds what happened? 1.36(1.24) 2.60(1.49) 
Is there anything related to what happened that you cannot recall?  .57(.90) 1.77(1.19) 
Have you lost the desire to do what you used to enjoy in you spare time?    .93(1.03) 2.01(1.22) 
Do you feel separated or rejected from others since this happened? 1.25(1.20) 2.34(1.42) 
Do you think that your ability to have feelings have diminished (lack of love, lack of feelings, or inability to weep when 
you are sad)?    
.80(1.05) 2.14(1.44) 
Have you ever felt that your future plans or your hopes have changed as a result of what happened (e.g. no job, getting 
married, having children or living longer)? 
1.28(1.30) 2.40(1.49) 
Have you endured trouble falling asleep or staying asleep? 1.53(1.24) 2.74(1.52) 
Do you feel continuous anger or have outbursts of anger?  .93(1.08) 2.17(1.44) 
Have you had serious problems concentrating without being distracted? 1.09(1.13) 2.13(1.36) 
Do you find yourself extra alert watching those around you since that happened?   1.38(1.23) 2.29(1.37) 
Do you lack calmness and get scared more easily since that happened?   1.06(1.16) 2.23(1.46) 
Does anything sometimes physically happen (for instance shivers, fast heartbeat) when you are  reminded of what 
happened? 
1.73(1.15) 2.43(1.52) 
Notes: 1 responses ranged from 0-3, N=137-138 
0= Never     
1= Once a week or sometimes  
2= Between 2 and 4 times a week 
3=  More than 5 times a week  
 
2 responses ranged from 0-5, n=140-141 
A (1)= No distress at all  
B (2)= Some distress  
C (3)= Moderate distress  
D (4)= Much distress  
E (5)= Too much distress 
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Table 4.17 
Trauma Symptom Subscale Detail 
 Severity Frequency 
 M(SD) N M(SD) N 
Depression 2.33(1.17) 140 1.16(.90) 136 
Avoidance/Intrusion 2.43(1.09) 140 1.12(.77) 137 
Hypervigilance 2.26(1.17) 138 1.13(.93) 138 
Average Severity and Frequency 39.47(18.06) 134 19.33(13.44) 134 
Total Average (n=130) 58.65(31.08) 
 
Table 4.18 
Lifecourse Traumatic Events 
Trauma History, lifecourse* 
Variable     
Averages (no of items) Average Number of Events(SD) Min, Max N 
Overall Average (23) 6.9(4.37) 0, 17 130 
Crime Related Average (4) 1.2(.32) 0, 4 141 
Disaster Related Average (12) 3.24(2.16) 0, 9 141 
Physical/Sexual Related Average (6) 2.1(1.8) 0, 6 131 
 Frequency who 
responded yes 
Percentage who 
responded yes 
Age of  
First occurrence,  
M(SD) 
Age 
Range 
Crime Related Events     
Has anyone ever tried to take something 
directly from you by using force or the threat 
of force, such as a stick-up or mugging? 
43 30.5 18.5(6.69) 5-33 
Has anyone ever attempted to rob you or 
actually robbed you? 
58 41.1 21.38(5.73) 3-37 
Has anyone ever attempted to or succeeded in 
breaking into your home when you weren’t 
there? 
45 31.9 21.96(8.62) 3-37 
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Has anyone ever attempted to or succeeded in 
breaking into your home when you were there? 
25 17.7 22.08(8.60) 2-34 
General Disaster and Trauma 
Have you ever had a serious accident at work, 
in a car or somewhere else?1 
48 34 18.59(7.11) 3-33 
Have you ever experienced a natural disaster 
such as a tornado, hurricane, flood, major 
earthquake etc where you felt you or your 
loved ones were in danger of death or injury?2 
21 14.9 13.42(5.76) 5-27 
Have you ever experienced a man-made 
disaster such as a train crash, building 
collapse, bank robbery, fire, etc where you felt 
you or your loved ones were in danger of death 
or injury? 
15 10.6 19.27(9.37) 5-32 
Have you ever been exposed to dangerous 
chemicals or radioactivity that might threaten 
your health? 
15 10.6 15.38(5.60) 1-22 
Have you ever been in any other situation 
where you were seriously injured?3 
29 20.6 18.40(8.00) 3-34 
Have you ever been in any other situation in 
which you feared you might be killed or 
seriously injured?4 
66 46.8 19.97(6.32) 1-34 
Have you ever seen someone seriously injured 
or killed?5 
48 34 17.93(7.15) 5-38 
Have you ever seen dead bodies (other than at 
a funeral) or had to handle dead bodies for any 
reason?6 
46 32.6 19.27(6.48) 6-38 
Have you ever had a close friend or family 
member murdered, or killed by a drunk 
driver?7 
27 19.1 19.92(6.64) 1-30 
Have you ever had a spouse, romantic partner 
or child die?8 
26 18.4 21.92(8.17) 12-40 
Have you ever had a serious or life threatening 
illness?9 
21 14.9 21.40(9.32) 1-33 
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Have you ever received news of a serious 
injury, life-threatening illness or unexpected 
death of someone close to you?10 
94 66.7 18.71(7.12) 1-38 
Have you ever had to engage in combat while 
in military service in an official or unofficial 
war zone?11 
1     .7 2(-) - 
Physical and Sexual Experiences 
 Number 
Missing 
Frequency who 
responded yes 
Percentage who 
responded yes 
Percentage 
Repeated 
First occurrence, M(SD) Range  
Has anyone ever made you 
have intercourse, oral or anal 
sex against your will?12 
3 73 51.77 100 11.91(7.09) 1-32 
Has anyone ever touched 
private parts of your body or 
made you touch theirs under 
force or threat?13 
2 63 44.7 
 
 
95.23 10.53(5.88) 2-30 
Other than the incidences 
mentioned above, have there 
been any other situations in 
which a person tried to force 
you to have unwanted sexual 
contact? 
2 23 16.3 95.65 14.86(6.07) 6-28 
Has anyone, including family 
members or friends, ever 
attached you with a gun, knife 
or other weapon? 
4 41 29.1 90.24 19.50(7.38) 1-35 
Has anyone, including family 
members or friends, ever 
attached you without a gun, 
knife or other weapon? 
2 47 33.3 100 19.18(7.87) 6-35 
Has anyone in your family ever 
beaten, spanked, or pushed you 
hard enough to cause injury? 
3 46 32.6 100 10.16(6.26) 1-20 
Other Stress 
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Have you experienced any 
other extraordinarily stressful 
situation or event not covered 
above?14 
1 56 39.7 94.64 24.37(8.59) 1-42 
*N=141 unless otherwise noted 
1 events included: car accidents, hit and run accidents, being hit by a bullet, and accidents at work 
2 events included: earthquakes, hurricanes, floods and tornados 
3 events included: domestic violence, gang violence, family violence, car accidents, kidnapping, rape, and, hospitalizations due to said violence  
4 events included: kidnapping/attempted kidnapping, domestic violence, domestic violence while pregnant, being choked, being shot at, near drowning, gang related violence, 
rape, robbery at gunpoint, home robbery, hit and run accidents, being held hostage with a gun, fighting, carjacking, and verbal threats 
5 included: boyfriends who committed suicide, car accidents, drug deals, childhood/adulthood domestic violence, fights/aggravated assault, house fires, strangers on the street, 
drug overdoses, robberies, shootings at parties, and fiancées who were murdered 
6 included: work as a nurses aid/in hospitals, babysitters who overdosed on drugs, family members who committed suicide, shootings with police, random dead bodies, in 
school/biology class, relatives in hospice, saw a hit and run accident, witnessing murders, and relatives who had passed away and were later found 
7 persons included: friends, siblings, cousins, uncles, and significant others. Events included: murder with a gun, suicide, hit by cars, and gang/drug related activity  
8 included: miscarriages/preterm labor, siblings, significant others, ex-husbands, and friends 
9 included: appendicitis, blindness, cervical cancer, heart problems, hepatitis C, influenza, liver damage, kidney stones, tumors, viral meningitis, seizures, and HIV 
10 persons included: friends, aunts, uncles, siblings, cousins, significant others, grandparents and parents. Events included: suicide, murder, heart attack, cancer, diabetes, AIDS, 
car accidents, drug/gang activity, and unknown causes 
11 location: Latin America 
12 persons included: acquaintances/strangers, boyfriends, friends, cousins, husbands, ex-husbands, drug dealers, fathers, gang members, grandfathers, military officer, nephew, 
mother’s boyfriends, relatives, brothers, step fathers, uncles and godparents 
13 persons included: cousins, acquaintances/strangers, brothers, baby sitters, brothers, cousins, friends, husbands, in foster care, ex-boyfriends, gang members, fathers, 
grandfathers, mother’s friends, step fathers, uncles, and while working as in prostitution  
14 events included: domestic violence associated injuries, involvement with child welfare and removal of children, being sexually assaulted while in foster care, going blind, 
being hospitalized for addiction, robbery, prison time, homelessness, and other unspecified family deaths 
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Table 4.19 
Detail on Physical/Sexual Trauma Perpetrator 
Physical/Sexual Experiences, Perpetrator  
 Event 
 Forced Sex Forced Touching 
Perpetrator* Frequency (N) Percentage Frequency (N) Percentage 
Acquaintances/strangers 15 14.6 10 11.9 
Boyfriends 11 10.9 3   3.6 
Mother’s boyfriends 1   1.0 3   3.6 
Ex-husbands 7   6.9 2   2.4 
Husbands 2   2.0 1   1.2 
Fathers 2   2.0 3   3.6 
Step fathers 5   5.0 6   7.1 
Grandfathers  3   3.0 2   2.4 
Uncles 3   3.0 5   6.0 
Brothers 3   3.0 2   2.4 
Nephew 1   1.0 / / 
Cousins 4   4.0 5   6.0 
Godparents 1   1.0 / / 
Drug dealers/Gang members 3   3.0 / / 
Baby sitters 1   1.0 1   1.2 
While in the military 2   2.0 2   2.4 
While in foster care 2   2.0 3   3.6 
While working in prostitution / / 1   1.2 
Unspecified Friends 10  10.0 15 17.9 
Unspecified Male Relatives 14  13.9 10 11.9 
“Don’t want to say” 2    2.0 3   3.6 
Missing 9    8.9 7   8.3 
Total: 101 84 
Note: *this information was gathered from the Trauma History Questionnaire. Mothers had a blank space to indicate who perpetrated forced sexual activity. 
Categories were collapsed based on relationship to the mother. 
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Table 4.20 
Detail on Other Stress 
Other Stress  
Event* Frequency (N) Percent 
Involvement with Child 
Welfare: placement of 
children in foster care, 
children being adopted out, 
case plan services, not seeing 
children 
34 52.3 
Medical Emergency 2   3.1 
Police Involvement/Domestic 
Violence 
12 18.5 
Being involved 
prostitution/sex work/sexual 
violence 
3   4.6 
Homelessness 6   9.2 
Addiction 1   1.5 
Unspecified Death/Near 
Death 
5   7.7 
Prison 1   1.5 
Missing 1   1.5 
Total 65 
Note: *this information was gathered from the Trauma History Questionnaire. Mothers had a blank space to 
indicate any other source of stress not previously accounted for. Categories were collapsed based theme. 
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Table 4.21 
Childhood Abuse and Neglect 
Variable Percentage who 
responded yes 
Frequency (N) 
Abuse by someone outside the family? (N =134) 35.5 50 
Abuse by someone inside the family? (N =131) 49.6 70 
Adverse Childhood Experiences  (N =140) 
 Percentage who 
responded yes 
Frequency (N) 
Did a parent or other adult in the household often or very often swear at you, insult you, 
put you down or humiliate you? 
57.4 81 
Did an adult or person at least 5 years older than you ever touch or fondle you or have 
you touch their body in a sexual way? Or attempt to actually have oral, anal, or vaginal 
intercourse with you? 
41.8 59 
Did you often or very often feel that no one in your family loved you or thought you were 
important or special? Or your family did not look out for each other, feel close to each 
other or support each other? 
56.7 80 
Did you often or very often feel that you did not have enough to eat, had to wear dirty 
clothes, and had no one to protect you? 
27.7 39 
Were your parents ever separated or divorced? 59.6 84 
Did your mother or stepmother: Often or very often push, grab, slab, or had something 
thrown at her? Or Sometimes, often or very often kicked, bitten, hit with a fist, or hit with 
something hard? Or ever repeatedly hit for at least a few minutes or threatened with a 
gun or knife? 
31.9 45 
Did you life with anyone who was a problem drinker or alcoholic or who used street 
drugs? 
62.4 88 
Was a household member depressed or mentally ill, or did a household member attempt 
suicide? 
38.3 54 
 
Did a parent or other adult in the household often or very often push, grab, slap, or throw 
something at you? Or ever hit you so hard you had marks or were injured 
42.6 60 
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Did a household member go to prison? 36.2 51 
 
Number of ACEs (N =140) M(SD) Min, Max Percentage with 
at least one ACE 
Overall Average 4.6(2.7) 0, 10 92.14 
 Percentage who 
responded yes 
Frequency 
(N) 
 
Physical Abuse 41.8 59  
Sexual Abuse 42.6 60  
 
Table 4.22 
ACEs, by Total 
Number of ACES Frequency (N) Percentage 
0 11 7.8 
1 11 7.8 
2 16 11.3 
3 11 7.8 
4 18 12.8 
5 18 12.8 
6 18 12.8 
7 15 10.6 
8 11 7.8 
9 8 5.7 
10 3 2.1 
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Table 4.23 
Parent Psychological Maltreatment [Emotional Abuse] 
Parental Psychological Maltreatment Scale (PYS)  
 
Prior to the age of 18, how often did the following 
occurring during an ‘average year’? 
Never Rarely Sometimes Often Always 
How often did a parent, stepparent, foster parent or adult 
in charge of you yell at you? 
  6.4 11.3 22.0 37.6 22.7 
How often did a parent, stepparent, foster parent or adult 
in charge of you insult you? 
38.3 15.6 18.4 20.6   7.1 
How often did a parent, stepparent, foster parent or adult 
in charge of you criticize you? 
23.4 14.9 21.3 26.2 14.2 
How often did a parent, stepparent, foster parent or adult 
in charge of you tried to make you feel guilty? 
29.1 10.6 25.5 24.1 10.6 
How often did a parent, stepparent, foster parent or adult 
in charge of you ridiculed or humiliated you? 
39.0 22.7 17.7 15.6   5.0 
How often did a parent, stepparent, foster parent or adult 
in charge of you embarrassed you in front of others? 
29.8 17.7 29.1 15.6 7.8 
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Note: 1 corresponds to never, 2 rarely, 3 sometimes, 4 often, and 5 always. Thus a an average of 2.73 when rounded indicates that most of the sample responded 
“sometimes” with respect to emotional abuse 
 
 
 
 
 
 
How often did a parent, stepparent, foster parent or adult 
in charge of you made you feel like you were a bad 
person? 
34.8 14.2 17.0 26.2 7.8 
Overall average M(SD) Min, Max N 
 2.73(1.12) 1, 5 141 
Average Based on Severity  Percent  Frequency (N) 
Never 21.9 31 
Rarely 21.3 30 
Sometimes 30.5 43 
Often 34.0 48 
Always   6.4 9 
 Number of Events 
Total Average, ACEs and PYS experiences together, 17 
items 
7.3 
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Table 4.24 
ACEs and Insecure Attachment, Correlations 
  ACEs 
ACEs Correlation 
1 
Sig.  
  
N 140 
Attachment Total Correlation  
.300** 
Sig.  
.001 
N 120 
Insecure Attachment Total Correlation 
.328** 
Sig.  
.000 
N 125 
Disorganized Attachment Correlation 
.374** 
Sig.  
.000 
N 136 
Resistant Attachment Correlation 
.221** 
Sig.  
.009 
N 137 
Avoidant Attachment Correlation 
.164 
Sig. 
.058 
N 134 
**Correlation is significant at p<0.01  
*Correlation is significant at p<0.05  
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Table 4.25 
ACEs and Insecure Attachment, Regressions 
 
 ACEsnocontrols ACEscontrols 
 b(SE) β R R2 Adj 
R2 
t Model 
sig 
95% 
CI 
b(SE) β R R2 Adj 
R2 
t Model 
sig 
95% CI 
Disorganized 
Attachment 
(N =133) 
5.05(1.08)** .374 .37 .14 .13 4.67 .000** 2.91, 
7.19 
4.41(1.11)** .33 .40 .16 .12 3.99 .001** 2.22,6.60 
Avoidant 
Attachment 
(N =131) 
2.03(1.06) .16 .16 .03 .02 1.92 .06 -.07, 
4.13 
1.67(1.67) .02 .30 .09 .05 1.56 .06 -.44, 3.78 
Resistant 
Attachment 
(N =133) 
2.87(1.09)* .22 .22 .05 .04 2.64 .01* .72, 
5.02 
1.733(1.05) .13 .50 .25 .21 1.65 .000** -.34, 3.81 
Overall 
Insecure 
Attachment 
(N =123) 
.63(.16)** .33 .33 .11 .10 3.85 .000** .30, 
.95 
.58(.17)** .31 .40 .16 .11 3.517 .01* .25, .91 
Notes: Control variables included: age, education, employment, income, and race 
IV: ACEs 
DV: Insecure Attachment 
*p<.01 
**p<.001 
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Table 4.26 
ACEs, Trauma Exposure, and Trauma Severity, Correlations 
  
Adverse Childhood 
Experiences 
Parent Psychological 
Maltreatment 
Trauma 
Exposure  
Adverse Childhood Experiences  Correlation 1 .768** .581** 
Sig.    .000 .000 
N 140 140 129 
Parent Psychological 
Maltreatment 
Correlation .768** 1 .572** 
Sig.  .000   .000 
N 140 141 130 
Trauma Exposure  Correlation .581** .572** 1 
Sig.  .000 .000   
N 129 130 130 
Trauma Severity  Correlation .298** .292** .534** 
Sig.  .001 .001 .000 
N 133 134 124 
Avoidance Intrusion Subscale 
Severity  
Correlation .240** .291** .444** 
Sig.  .004 .000 .000 
N 139 140 130 
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Depression Subscale Severity  Correlation .273** .247** .463** 
Sig.  .001 .003 .000 
N 139 140 129 
Hyperarousal Subscale Severity  Correlation .357** .318** .577** 
Sig. .000 .000 .000 
N 137 138 127 
Trauma Total Correlation .309** .289** .527** 
Sig.  .000 .001 .000 
N 129 130 120 
**Correlation is significant at p<0.01  
*Correlation is significant at p<0.05  
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Table 4.27 
ACEs, Trauma Exposure,, and Trauma Severity, Regressions 
 Trauma Severity  
 b(SE) β t  
ACEscontrols .98(6.09) .02 .16 
Trauma Exposurecontrols 54.09(8.9) .59 6.08** 
Model: N = 119, R=.61, R2=.37, Adjusted R2=.33, p=.000 
 b(SE) β t  
ACEsnocontrols -1.33(6.33) -.02 .21 
Trauma Exposurenocontrols 51.11(8.84) .55 5.78** 
Model: N = 119, R=.54, R2=.29, Adjusted R2=.28, p=.000 
Control variables included: age, education, employment, income, and race 
IV= ACEs and THQ, DV=Trauma Severity  
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Table 4.28 
ACEs, Trauma Exposure, and Attachment, Correlations 
  
Adverse Childhood 
Experiences 
Parent Psychological 
Maltreatment 
Trauma 
Exposure  
Adverse Childhood Experiences  Correlation 1 .768** .581** 
Sig.    .000 .000 
N 140 140 129 
Parent Psychological Maltreatment  Correlation .768** 1 .572** 
Sig.  .000   .000 
N 140 141 130 
Trauma Exposure Overall Correlation .581** .572** 1 
Sig.  .000 .000   
N 129 130 130 
Crime Related Trauma Exposure Correlation .359** .344** .687** 
Sig.  .000 .000 .000 
N 140 141 130 
Disaster Related Trauma Exposure  Correlation .408** .374** .843** 
Sig.  .000 .000 .000 
N 140 141 130 
Correlation .652** .578** .862** 
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Physical/Sexual Abuse Related 
Trauma Exposure  
Sig.  .000 .000 .000 
N 130 131 130 
Insecure Attachment Overall  Correlation .328** .214* .339** 
Sig.  .000 .016 .000 
N 125 126 118 
Overall Attachment Correlation .300** .279** .332** 
Sig.  .001 .002 .000 
N 120 121 113 
Avoidant Attachment Subscale  Pearson 
Correlation 
.164 .063 .146 
Sig. (2-tailed) .058 .467 .105 
N 134 135 125 
Resistant Attachment Subscale  Pearson 
Correlation 
.221** .187* .152 
Sig. (2-tailed) .009 .028 .085 
N 137 138 129 
Disorganized Attachment Subscale Pearson 
Correlation 
.374** .349** .383** 
Sig. (2-tailed) .000 .000 .000 
N 136 137 126 
**Correlation is significant at p<0.01 level  
*Correlation is significant at p<0.05 level 
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Table 4.29 
ACEs, Trauma Exposure, and Attachment, Regressions 
 
 Disorganized Attachment  Avoidant Attachment  Resistant Attachment Insecure Attachment Total  
With 
Controls 
b(SE) β t  95% CI b(SE) β t  95% 
CI 
b(SE) β t  95% CI b(SE) β t  95% 
CI 
ACEs 1.91(1.43) .14 1.34 -.92, 
4.74 
1.10(1.36) .09 .81 -1.60, 
3.80 
1.21(1.29) .10 .94 -1.34, 3.76 .28(.21) .15 1.34 -.14, 
.70 
Trauma 
Exposure 
6.20(2.06) .34 3.00** 2.11, 
10.28 
1.88(2.00) .11 .94 -2.06, 
5.82 
.01(1.88) .000 .004 -3.71, 3.73 .70(.30)* .27 2.28 .09, 
1.30 
Model N=122, R=.45., R2=.21., AdjR2=..16, 
p=.000** 
N=121, R=.30 R2=.09, AdjR2=.04, 
p=.13 
N=124, R=.47., R2=..22, Adj R2=..17, 
p=.000* 
N=115, R=.43, R2=.18, Adj R2=.13, 
p=.002* 
No Controls b(SE) β t  95% CI b(SE) β t  95% 
CI 
b(SE) β t  95% CI b(SE) β t  95% 
CI 
ACEs 2.37(1.42) .17 1.67 -.44, 
5.19 
1.58(1.37) .13 1.16 -1.12, 
4.29 
1.56(1.37) .12 1.14 -1.15, 4.27 .30(.21) .16 1.47 -.11, 
.71  
Trauma 
Exposure 
5.87(1.94) .31 3.03*** 2.03, 
9.70 
1.84(1.90) .11 .97 -1.92, 
5.59 
1.15(1.90) .07 .61 -2.61(4.91) .67(.28)* .26 2.40 .12, 
1.22 
Model N=125, R=..43., R2=.19, AdjR2=.17, 
p=.000*** 
N=124, R=.20, R2=.04, Adj R2=.03, 
p=.08 
N=128, R=.17, R2=..03, Adj R2=.01, 
p=.16 
N=117, R=..37, R2=.14, Adj R2=.13, 
p=.000*** 
Notes: Control variables included: age, education, employment, income, and race 
IV= ACEs and THQ, DV=Insecure attachment subscales and summed scale  
*=p<.05 
**=p<.01 
***=P<.001 
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Table 4.30 
Descriptive Statistics, Attachment and Parenting Measures 
  M(SD) Min, Max N 
Parenting Total  3.03(.34) 2.18, 3.80 131 
Parenting Subscale: Inappropriate Parental Expectation 2.61(.38) 1.43,3.57 141 
Parenting Subscale: Parental Lack of Empathy 3.29(.43) 2.10, 4.10 140 
Parenting Subscale: Strong Belief in Physical Punishment 3.10(.42) 2.09, 4.27 139 
Parenting Subscale: Parent Child Role Reversal 2.90(.52) 1.14, 3.86 137 
Parenting Subscale: Oppressing Children’s Power and 
Independence 
3.17(.50) 1.60, 4.40 137 
Attachment: Model of Self 7.43(8.03) -.10, 26 127 
Attachment: Model of Others -4.28(7.5) -24, 14 127 
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Table 4.31 
Models of Self and Other and Parenting, Correlations 
  Parenting Subscales 
Attachment 
Models 
  
Parenting 
Total  
Inappropriate 
Parental 
Expectation 
Parental 
Lack of 
Empathy 
Strong 
Belief in 
Physical 
Punishment 
Parent 
Child 
Role 
Reversal 
Oppressing 
Children’s 
Power and 
Independence 
 
Model 
of Self 
 Model 
of 
Others 
Parenting 
Total 
Correlation 1 .706** .811** .791** .822** .683** -.154 .139 
Sig.    .000 .000 .000 .000 .000 .096 .134 
N 131 131 131 131 131 131 118 118 
Parenting 
Subscale: 
Inappropriate 
Parental 
Expectation 
Correlation .706** 1 .548** .435** .581** .342** -.112 .162 
Sig.  .000   .000 .000 .000 .000 .208 .070 
N 131 141 140 139 137 137 127 127 
Parenting 
Subscale: 
Parental Lack 
of Empathy  
Correlation .811** .548** 1 .486** .612** .373** -.081 .083 
Sig.  .000 .000   .000 .000 .000 .365 .351 
N 131 140 140 138 136 136 127 127 
Parenting 
Subscale: 
Strong Belief in 
Physical 
Punishment  
Correlation .791** .435** .486** 1 .492** .596** -.166 .242** 
Sig.  .000 .000 .000   .000 .000 .064 .007 
N 131 139 138 139 136 135 125 125 
Correlation .822** .581** .612** .492** 1 .445** -.140 .152 
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Parenting 
Subscale: 
Parent Child 
Role Reversal  
Sig.  .000 .000 .000 .000   .000 .124 .094 
N 
131 137 136 136 137 133 123 123 
Parenting 
Subscale: 
Oppressing 
Children’s 
Power and 
Independence  
Correlation .683** .342** .373** .596** .445** 1 -.176 .036 
Sig.  .000 .000 .000 .000 .000   .051 .695 
N 
131 137 136 135 133 137 123 123 
Attachment: 
Model of Self  
Correlation -.154 -.112 -.081 -.166 -.140 -.176 1 -.089 
Sig.  .096 .208 .365 .064 .124 .051   .319 
N 118 127 127 125 123 123 127 127 
Attachment: 
Model of 
Others 
Correlation .139 .162 .083 .242** .152 .036 -.089 1 
Sig.  .134 .070 .351 .007 .094 .695 .319   
N 118 127 127 125 123 123 127 127 
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Table 4.32 
Models of Self and Other and Parenting, Regressions 
 Parenting Total No Controls Parenting Total  Controls 
 b(SE) β t  95% 
CI 
b(SE) β t  95% CI 
Attachment   
Model  of Self .01(.004) .14 1.55 -.002, 
.02 
-.01(.004) -.16 -1.78 -.01, 
.001 
Model of 
Others 
-.01(.004) -.16 -1.72 -.01, 
.001 
.01(.004) .11 1.25 -.003, 
01 
 Model: N=118  R=.21  R2=.04 
AdjR2=.03, p=.08 
Model: N = 115 R= .50 R2=.25, 
Adj R2= .19, p=.000** 
Model of Self 
Only 
-.01(.004) -.15 1.68 -.14, 
.001 
-.01(.004) -.15 -1.65 -.01, 
.001 
 Model: N =118  R=.15  R2=.02, 
AdjR2=.02, p=.10 
Model: N =115  R=.49  R2=.24 
AdjR2=.19, p=.000** 
Model of 
Others Only 
.01(.004) .14 1.51 -.002, 
.02 
.01(.004) .10 1.11 -.004, 
.01 
 Model: N =118,  R=.14  R2=,.02 
AdjR2=.01, p=.13 
Model: N = 115 R=.48  R2=.23, 
AdjR2=.18 p=.000** 
IV: Attachment, DV, Parenting 
Control variables included: age, education, employment, income, and race 
**p<.001 
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Table 4.33 
Relationship Questionnaire, Descriptive Statistics 
  N M(SD) 
It is easy for me to become emotionally close to others. I am 
comfortable depending on them and having them depend on me. I 
don’t worry about being alone or having others not accept me. 
135 3.33(2.08) 
I am uncomfortable getting close to others. I want emotionally close 
relationships, but I find it difficult to trust others completely, or to 
depend on them. I worry that I will be hurt if I allow myself to 
become too close to others. 
135 4.68(2.07) 
I want to be completely emotionally intimate with others, but I often 
find that others are reluctant to get as close as I would like. I am 
uncomfortable being without close relationships, but I sometimes 
worry that others don’t value me as much as I value 
135 3.50(2.15) 
I am comfortable without close emotional relationships. It is very 
important to me to feel independent and self-sufficient, and I prefer 
not to depend on others or have others depend on me. 
136 4.01(2.11) 
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Table 4.34 
Relationship Styles Questionnaire, Descriptive Statistics 
  N M(SD) 
I find it difficult to depend on other people 140 3.32(1.34) 
It is very important to me to feel independent 
140 4.14(.98) 
I find it easy to get emotionally close to others 141 3.08(1.35) 
I want to merge completely with another person 140 2.54(1.33) 
I worry that I will be hurt if I allows myself to become too close to 
others. 
140 3.46(1.63) 
I am comfortable without close emotional relationships 141 2.70(1.34) 
I am not sure that I can always depend on others to be there when I 
need them 
141 3.66(1.24) 
I want to be completely emotionally intimate with others 141 2.38(1.28) 
I worry about being alone 140 2.96(1.63) 
I am comfortable depending on other people 140 2.28(1.24) 
I often worry that romantic partners don't really love me 
141 2.96(1.63) 
I find it difficult to trust others completely 141 3.66(1.29) 
I worry about others getting too close to me 141 2.66(1.32) 
I want emotionally close relationships 139 3.25(1.29) 
I am comfortable having other people depend on me 141 3.16(1.30) 
I worry that others don't value me as much as I value them 139 3.14(1.40) 
People are never there when you need them 141 2.88(1.26) 
My desire to merge completely sometimes scares people away 141 2.08(1.04) 
It is very important to me to feel self-sufficient 137 3.93(1.12) 
I am nervous when anyone gets too close to me 141 2.72(1.27) 
I often worry that romantic partners won't want to stay with me 141 2.78(1.56) 
I prefer not to have other people depend on me 140 2.46(1.36) 
I worry about being abandoned 141 2.72(1.56) 
I am somewhat uncomfortable being close to others 136 2.51(1.04) 
I find that others are reluctant to get as close as I would like 140 2.16(1.10) 
I prefer not to depend on others 141 3.60(1.31) 
I know that others will be there when I need them 
135 2.79(1.30) 
I worry about having others not accept me 
141 2.60(1.46) 
Romantic partners often want me to be closer than I feel 
comfortable being 141 2.28(1.35) 
I find it relatively easy to get close to others 141 2.86(1.20) 
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Table: 4.35 
Key to Variable Names and Significance Values, Mediation Analysis  
Trauma 
TraumaTotal Corresponds to both trauma severity scores and trauma frequency scores 
TraumaSeverity Corresponds to only trauma severity scores 
TraumaFrequency Corresponds to only trauma frequency scores 
Parenting 
ParentingTotal Corresponds to the composite measure of parenting across all five domains 
ParentingA Inappropriate Parental Expectations Subscale 
ParentingB Parental Lack of Empathy Subscale 
ParentingC Strong Belief in Physical Punishment Subscale 
ParentingD Parent Child Role Reversal Subscale 
ParentingE Oppressing Children’s Power and Independence Subscale 
Attachment 
AttachmentTotal Corresponds to the composite measure of attachment both secure and insecure 
AttachmentA Corresponds to the avoidant insecure form of attachment (Type A) 
AttachmentR Corresponds to the resistant insecure form of attachment (Type C) 
AttachmentD Corresponds to the disorganized insecure form of attachment  (Type D) 
Symbol Corresponding Significance Value 
* p<.20, >.10 
** p<.10 
*** p<.05 
+ p<.01 
++ p<.001 
Notes:  
Considering that the reliability for some scales were low to moderate, it is quite possible that the significance in the mediation relationships was not captured. As a result, 
significance levels up to .20 were coded in the tables below. The statistically significant relationships (p<.05) have been highlighted for easy reference.  
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Table 4.36  
The Mediated Effects of Attachment Style on Parenting Domains predicted by Total Trauma Score (N=141) 
 Trauma Total 
Parenting AAPITotal 
 
AAPIA AAPIB 
 b(SE) β R2 Adj 
R2 
t(SE) Model  b(SE) β R2 Adj 
R2 
t(SE) Model  b(SE) β R2 Adj 
R2 
t(SE) Model 
Attachment                   
AttachmentTotal 
No controls 
-.01(.07) -.02 .036 .017 -.19(.00) * -.11(.07)* -
.16 
.09 .08 -1.43(.00)* + -.10(.09) -
.13 
.02 -
.001 
-1.15(.001) / 
Controls -.01(.06) -.02 .26 .21 -.19(.00) ++ -.11(.07)* -
.16 
.24 .19 -1.43(.00)* + -.10(.08) -
.13 
.19 .13 -1.17(.00) / 
AttachmentA 
No controls 
-
.02(.01)*** 
-.20 .06 .05 -1.43(.00)* *** -.03(.01)+ -
.23 
.11 .09 -1.53(.00)* ++ -.01(.01) -
.07 
.01 -.01 -.70(.00) * 
Controls -
.02(.01)*** 
-.20 .27 .22 -1.52(.00)* ++ -.02(.01)*** -
.20 
.23 .18 1.55(.00)* ++ -.01(.01) -
.04 
.16 .11 -.49(.00) + 
AttachmentR 
No controls 
.02(.01)** .12 .06 .04 1.51(.00)* *** .01(.10) .10 .07 .05 1.00(.00) + .02(.01)* .14 .02 .01 1.28(.00)* / 
Controls .01(.01)* .12 .26 .21 1.02(.00) ++ .01(.01)** .06 .20 .16 .056(.000 ++ .01(.01) .08 .17 .12 .73(.00) + 
AttachmentD 
No controls 
-.004(.01) -.05 .03 .01 -.40(.00) ** -.03(.01)*** -
.24 
.10 .08 -2.18(.00)*** ++ -.02(.01)* -
.16 
.02 .004 -1.43(.00)* / 
Controls .001(.01) .01 .25 .20 .10(.00) ++ -.02(.01)* -
.16 
.21 .16 -1.65(.00)** ++ -.1(.01) -
.11 
.17 .12 -1.07(.00) + 
 
Parenting AAPIC AAPID 
 
AAPIE 
 b(SE) β R2 Adj 
R2 
t(SE) Model b(SE) β R2 Adj 
R2 
t(SE) Model b(SE) β R2 Adj 
R2 
t(SE) Model 
Attachment                   
AttachmentTotal 
No controls 
.06(.09) .08 .007 -.01 .68(.000) / -.02(.11) -
.02 
.02 .001 -.19(.00) / .19(.10)** .21 .048 .031 1.88(.00)** ** 
Controls .05(.08) .07 .09 .03 .64(.000) * -.03(.10) -
.04 
.27 .22 -.34(.00) ++ .20(.10)*** .23 .15 .09 1.85(.00)** *** 
AttachmentA 
No controls 
-.03(.01)+ -.24 .06 .04 -1.55(.00)* *** -.04(.02)+ -
.23 
.07 .05 -1.53(.00)* *** -.01(.01) -
.09 
.03 .01 -.88(.00) / 
Controls -.03(0.01)+ -.25 .12 .08 -1.63(.00)** *** -.04(.01)+ -
.22 
.30 .26 -1.64(.00)** ++ -.01(.02) .14 .11 .05 -.50(.00) ** 
AttachmentR 
No controls 
.02(.01)*** .20 .04 .03 1.58(.00)* ** .03(.01)*** .19 .05 .04 1.54(.00)* *** .04(.01)+ .28 .10 .08 1.84(.00)** + 
Controls .02(.01)*** .20 .12 .07 1.27(.00)* ** .02(.01) .11 .27 .29 .93(.00) ++ .04(.01)+ .26 .17 .12 1.37(.00)* + 
AttachmentD 
No controls 
-.01(.01) -.07 .006 -.01 -.66(.00) / -.01(.02) -
.08 
.02 .01 -.68(.01) / .02(.02)* .06 .04 .02 1.31(.00)* * 
Controls -.01(.01) -.04 .085 .031 -.42(.00) / -.01(.02) -
.04 
.27 .23 -.40(.00) ++ .02(.02)* .17 .13 .08 1.56(.00)* *** 
Mediation Notes:  
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Control Variables: race, marital status, education, employment, and income 
The Product of the Coefficients was used via the Delta Method to test if significant mediation occurred. The Delta Method is appropriate for single mediator models with samples >50 and assumes a 
normal distribution. This is represented with the t(SE) statistic and is coded for significance in the tables. 
The total sample size is 141 with little missing data found. All missing data were dropped from the analysis considering that this study is exploratory in nature. If this study was explanatory alternative 
methods (FIML, listwise deletion, pairwise deletion, multiple imputation, etc.) would have been employed. F statistics were not provided as that is traditionally reported with respect to model testing and 
respecification. In the Chapter 4 narrative, the significant models discussed will be presented along with their corresponding F statistic and degrees of freedom. Both R2 and adjusted R2 are provided to 
show effect size as well. About 300 different regressions were run to obtain all of the possible combinations and each was tested for significant mediation.  
 
Table 4.37  
The Mediated Effects of Attachment Style on Parenting Domains predicted by Trauma Severity (N=141) 
 Trauma Severity 
Parenting AAPITotal 
 
AAPIA AAPIB 
 b(SE) β R2 Adj 
R2 
t(SE)(SE) Model  b(SE) β R2 Adj 
R2 
t(SE) Model  b(SE) β R2 Adj 
R2 
t(SE) Model 
Attachment                   
AttachmentTotal 
No controls 
-.03(.07) -
.05 
.05 .04 -.46(.001) ** -.12(.07)** -
.17 
.11 .09 -1.58(.001)** + -.12(.09)* -
.15 
.02 .01 -1.33(.001)* / 
Controls -.03(.06) -
.05 
.27 .22 -.43(.00) ++ -.12(.07)** -
.18 
.26 .21 -1.64(.001)* ++ -.11(.08)* -
.14 
.19 .13 -1.29(.001)* + 
AttachmentA 
No controls 
-.02(01)*** -
.20 
.08 .06 -1.43(.00)* + -.03(.01)+ -
.22 
.11 .10 -1.53(.00)*  -.01(.01) -
.05 
.01 -.01 -.48(.00) / 
Controls -.02(.01)*** -
.20 
.28 .24 -1.57(.00)* ++ -
.02(.01)*** 
-
.20 
.23 .19 -1.53(.00)* ++ -.01(.01) -
.03 
.17 .12 -.25(.00) + 
AttachmentR 
No controls 
.02(.01)** .18 .07 .05 1.43(.00)* + .01(.01) .10 .08 .07 .99(.00) + .02(.01)** .14 .02 .01 1.6(.00)* / 
Controls .01(.01) .12 .27 .22 .94(.00) ++ .01(.01) .06 .21 .16 .56(.00) ++ .01(.01) .08 .18 .13 .77(.00) ++ 
AttachmentD 
No controls 
-.01(.01) -
.07 
.05 .03 -.60(.00) ** -
.03(.01)*** 
-
.24 
.11 .10 -2.37(.00)*** ++ -.02(.01)* -
.17 
.02 .01 -1.63(.00)* * 
Controls -.001(.01) -
.01 
.26 .21 -.11(.00) ++ -.02(.01)** -
.16 
.22 .17 -1.65(.001)** ++ -.01(.01) -
.11 
.17 .12 -1.07(.001) + 
 
Parenting AAPIC AAPID 
 
AAPIE 
 b(SE) β R2 Adj 
R2 
t(SE) Model b(SE) β R2 Adj 
R2 
t(SE) Model b(SE) β R2 Adj 
R2 
t(SE) Model 
Attachment                   
AttachmentTotal 
No controls 
.04(.08) .05 .01 -.01 .49(.001) / -.05(.11) -
.05 
.04 .02 -.45(.002) * .16(.10)** .19 .05 .03 .16(.002)** ** 
Controls .04(.08) .05 .01 .04 .46(.001) * -.06(.10) -
.06 
.28 .23 -.61(.001) ++ .18(.10)** .21 .14 .08 1.77(.001)** *** 
AttachmentA 
No controls 
-.031(.01)+ -
.25 
.07 .05 -
1.60(.00)** 
+ -.04(.01)+ -
.25 
.09 .08 -1.62(.00)* + -.01(.01) -
.08 
.03 .01 -.89(.00) * 
Controls -.03(.01)+ -
.26 
.15 .09 1.79(.00)** + -.04(.04)+ -
.24 
.31 .27 -1.76(.00)** + -.01(.01) -
.08 
.10 .05 -.80(.00) ** 
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AttachmentR 
No controls 
.02(.01)*** .20 .05 .03 1.58(.00)** *** .03(.01)*** .18 .06 .05 1.50(.00)* ++ .04(.01)+ .26 .09 .07 1.78(.00)** + 
Controls .02(.01)*** .19 .12 .07 1.18(.00) *** .01(.01) .10 .27 .23 1.75(.00)** + .03(.01)+ .24 .16 .11 1.26(.00)* + 
AttachmentD 
No controls 
-.01(.01) -
.10 
.01 -.01 -.91(.001) / -.02(.02) -
.11 
.05 .03 -1.06(.00) ** .02(.02) .12 .04 .02 1.12(.00) ** 
Controls -.01(.01) -
.06 
.09 .04 -.58(.00) ** -.01(.01) -
.07 
.28 .24 -.71(.00) ++ .02(.02)** .15 .13 .07 1.37(.00)* *** 
 
 
 
 
 
 
 
 
 
 
Table 4.38  
The Mediated Effects of Attachment Style on Parenting Domains predicted by Trauma Frequency (N=141) 
 Trauma Frequency 
Parenting AAPITotal 
 
AAPIA AAPIB 
 b(SE) β R2 Adj 
R2 
t(SE) Model  b(SE) β R2 Adj 
R2 
t(SE) Model  b(SE) β R2 Adj 
R2 
t(SE) Model 
Attachment                   
AttachmentTotal 
No controls 
.002(.07) .003 .03 .01 .03(.001) / -.10(.07)* -.14 .08 .07 -1.32(.001)* + -.09(.09) -
.12 
.02 -
.01 
-1.05(.001) / 
Controls .004(.06) .007 .27 .22 .06(.001) ++ -.10(.07)* -.14 .25 .20 -1.34(.001)* ++ -.09(.08) -
.11 
.19 .13 -1.03(.002) / 
AttachmentA 
No controls 
-.02(.01)*** -.20 .05 .04 -1.21(001) *** -.03(.01)+ -.22 .10 .09 -1.27(.001)* ++ -.011(.01) -
.09 
.01 -
.01 
-.78(.00) / 
Controls -.02(.01)*** -.21 .28 .23 -1.38(.001)* ++ -
.02(.01)*** 
-.20 .22 .18 -1.38(.001)* ++ -.01(.01) -
.07 
.16 .11 -.75(.001)* + 
AttachmentR 
No controls 
.02(.01)*** .19 .06 .04 1.65(.000)88 *** .01(.01) .10 .08 .07 1.04(.001) + .02(.01)** .15 .02 .01 1.49(.001)* / 
Controls .01(.01)* .13 .26 .21 1.16(.000) ++ .01(.01) .04 .20 .16 .48(.001) ++ .01(.01) .09 .17 .12 .89(.00) + 
AttachmentD 
No controls 
-.01(.01) -.05 .02 .01 -.50(.001) / -.03(.01)+ -.25 .10 .09 -
2.33(.002)*** 
++ -.02(.01)** -
.18 
.03 .01 1.70(.002)** * 
Controls .001(.01) -
.002 
.25 .20 .11(.001) ++ -.02(.01)** -.18 .21 .16 -1.83(.001)** ++ -.02(.01)* -
.13 
.17 .13 -1.31(.002)* ++ 
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Parenting AAPIC AAPID 
 
AAPIE 
 b(SE) β R2 Adj 
R2 
t(SE) Model b(SE) β R2 Adj 
R2 
t(SE) Model b(SE) β R2 Adj 
R2 
t(SE) Model 
Attachment                   
AttachmentTotal 
No controls 
.08(.09) .10 .01 -.01 .93(.002) / .02(.11) .02 .01 -
.01 
.19(.002) / .17(.10)** .18 .04 .02 1.63(.002)** * 
Controls .08(.08) .10 .10 .04 .90(002) * .01(.10) .007 .26 .21 .07(.002) ++ .18(.10)** .20 .15 .09 1.74(.002)** *** 
AttachmentA 
No controls 
-.03(.01)+ -.26 .07 .05 -1.31(.001)* + -
.03(.02)*** 
-.20 .04 .03 1.21(.001) ** -.01(.01) -
.07 
.01 -
.01 
-.64(.00) / 
Controls -.04(.01)+ -.27 .14 .09 -1.47(.001)* + -.03(.01) -.20 .28 .24 -1.38(.001)* ++ -.01(.02) -
.07 
.11 .05 -.67(.001) ** 
AttachmentR 
No controls 
.03(.01)+ .23 .05 .04 1.88(.001)*** *** .03(.01)*** .18 .04 .21 1.65(.001)** ** .04(.01)+ .25 .07 .06 2.03(.001)*** + 
Controls .03(.01)*** .22 .12 .07 1.43(.001)* *** .02(.01) .11 .26 .22 .99(.001) ++ .034(.01)*** .23 .16 .11 1.52(.001)* + 
AttachmentD 
No controls 
-.01(.01) -.08 .01 .01 -.75(.002) / -.003(.01) -.02 .004 -
.01 
-.07(.002) / .02(.02)* .14 .02 .01 1.25(.002)* / 
Controls -.01(.01) -.05 .09 .03 -.50(.002) * .001(.01) .007 .26 .22 .07(.002) ++ .02(.02)* .15 .13 .08 1.43(.002)* + 
 
Table 4.39  
The Direct Effects of Trauma (total, severity, and frequency) on Parenting Domains, Mediated by Attachment Style (N=141) 
Direct Effects 
  Trauma Total 
 Parenting AAPITotal AAPIA AAPIB AAPIC AAPID AAPIE 
  b(SE) β b(SE) β b(SE) β b(SE) β b(SE) β b(SE) β 
Attachment              
AttachmentTotal 
no controls 
 .002(.001) ** .20 -.01(.07)* -
.15 
.002(.002) .14 .000(.002) .01 .003(.002)* .15 .00(.002) .02 
controls  .002(.001)*** .21 .01(.001)++ .38 .002(.002) .13 .001(.002) .04 .002(.002)* .14 .001(.002) .03 
AttachmentA 
no controls 
 .002(.001)*** .19 .003(.001)+ .28 .001(.001) .05 .001(.001) .07 .003(.002)** .17 .002(.001)* .14 
controls  .002(.001)*** .19 .004(.001)++ .30 .001(.001) .04 .001(.001) .10 .003(.001)** .15 .002(.002)* .13 
AttachmentR 
no controls 
 .001(.001)* .12 .003(.001)+ .23 -.002(.001) -
.01 
.000(.001) .02 .002(.002) .10 .001(.001) .08 
controls  .002(.001)** .15 .003(.001)+ .27 .000(.001) .02 .001(.001) .04 .002(.001) .09 .001(.002) .09 
AttachmentD 
no controls 
 .002(.001)** .20 .01(.001)++ .38 .002(.002)* .14 .001(.001) .09 .003(.002)** .18 .001(.002) .06 
controls  .002(.001)* .16 .04(.001)++ .35 .001(.001) .09 .001(.001) .08 .002(.002) .12 .000(.002) .03 
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  Trauma Severity 
 Parenting AAPITotal AAPIA AAPIB AAPIC AAPID AAPIE 
  b(SE) β b(SE) β b(SE) β b(SE) β b(SE) β b(SE) β 
Attachment              
AttachmentTotal 
no controls 
 .01(.002)*** .26 .01(.002)++ .39 .004(.003)* .16 .002(.003) .06 .01(.003)** .22 .001(.003) .05 
controls  .02(.003)++ .51 .01(.002)++ .40 .003(.003)* .15 .002(.003) .09 .01(.003)*** .20 .001(.003) .05 
AttachmentA 
no controls 
 .004(.002)+ .23 .01(.002)++ .30 .002(.002) .08 .003(.002)* .12 .01(.003)+ .22 .004(.002)** .16 
controls  .004(.002)+ .22 .01(.002)++ .32 .001(.002) .06 .003(.002)* .13 .01(.002)*** .19 .004(.003)** .15 
AttachmentR 
no controls 
 .003(.002)** .16 .01(.002)+ .25 .001(.002) .02 .001(.002) .05 .004(.003)* .14 .003(.002) .10 
controls  .003(.002)*** .17 .01(.002)+ .28 .001(.002) .04 .002(.002) .07 .004(.002)* .13 .003(.003) .10 
AttachmentD  .01(.002)*** .25 .01(.002)++ .40 .004(.003)* .16 .002(.002)* .14 .10(.003)*** .25 .003(.003) .10 
no controls  .004(.002)*** .20 .01(.002)++ .37 .002(.002) .10 .003(.002) .13 .10(.003)** .18 .002(.02)* .15 
controls   
Trauma Frequency 
 Parenting AAPITotal AAPIA AAPIB AAPIC AAPID AAPIE 
  b(SE) β b(SE) β b(SE) β b(SE) β b(SE) β b(SE) β 
Attachment              
AttachmentTotal 
no controls 
 .004(.003)* .16 .01(.003)+ .33 .01(.004)* .14 .001(.004) .002 .002(.004) .05 .000(.004) .01 
controls  .01(.003)** .18 .01(.003)++ .35 .004(.003) .13 .08(.08) .10 .01(.10) .01 .001(.004) .03 
AttachmentA 
no controls 
 .004(.002)** .15 .01(.003)+ .26 .002(.003) .07 .002(.003) .05 .003(.004) .08 .003(.003) .09 
controls  .01(.002)*** .17 .10(.003)++ .29 .002(.003) .07 .003(.003) .09 .003(.003) .06 .004(.004) .10 
AttachmentR 
no controls 
 .002(.002) .01 .10(.002)+ .25 .000(.003) .01 .000(.003) .01 .001(.004) .03 .002(.003) .05 
controls  .004(.002)* .14 .01(.003)+ .27 .001(.003) .09 .001(.012)*** .22 .001(.003) .03 .003.004) .07 
AttachmentD 
no controls 
 .004(.003)* .17 .01(.003)++ .37 .01(.003)* .16 .003(.003) .09 .003(.004) .07 .001(.004) .03 
controls  .004(.003)* .15 .01(.003)++ .35 .04(.003) .12 .003(.003) .09 .001(.004) .03 .000(.004) .01 
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Table 4.40 
Reliability Analysis: Scales and Subscales 
 Scale Item 
Instrument Name 
(number of items) 
N, % 
of 
sample 
M(SD) α 
 
95% CI M Range Variance 
Unstandardized  
 
Domestic Violence, Mental Health, and Substance Use 
Domestic 
Violence (10) 
139, 
98.6% 
6.37(3.69) .91 .89, .93 .64 .30 .01 
Mental Health 
(9) 
138, 
97.9% 
17.84(6.47) .89 .86, .92 1.98 1.48 .20 
Substance Use 
(12) 
136, 
96.6% 
17.06(4.56) .49 .36, .61 1.42 2.28 .39 
Trauma Measure (MPSS) 
 
Trauma total 
(34) 
130, 
92.2%  
58.56(31.08) .97 .96, .98 1.72 2.17 .46 
Trauma severity 
(17) 
134, 
95% 
39.47(18.06) .95 .94, .96 2.32 .94 .08 
Trauma 
frequency (17) 
134, 
95% 
19.33(13.44) .94 .92, .95 1.14 1.04 .09 
Trauma Subscales 
Avoidance (14) 137, 
97% 
24.86(12.76) .93 .92, .95 1.78 2.16 .59 
Avoidance 
Severity (7) 
140, 
99% 
17.01(7.66) .90 .87, .92 2.43 .95 .13 
Avoidance 
Frequency (7) 
137, 
97% 
7.86(5.40) .85 .81, .89 1.12 1.04 .15 
Depression  (10) 136, 
96% 
17.5(10.15) .93 .91, .94 1.75 1.93 .46 
Depression 
Severity (5) 
140, 
99% 
11.64(5.83) .87 .84, .91 2.33 .72 .08 
Depression 
Frequency (5) 
136, 
96% 
5.82(4.50) .83 .78, .87 1.16 .74 .09 
Hyper- 
arousal (10) 
135 
95% 
16.96(10.41) .94 .92, .95 1.70 1.50 .38 
Hyperarousal 
Severity  (5) 
137, 
97% 
5.65(4.64) .86 .82, .90 1.13 .45 .03 
Hyperarousal 
Frequency (5) 
138, 
98% 
11.28(5.85) .88 .84, .91 2.26 .26 .01 
Attachment Measures (RSQ) 
Attachment total 
(30) 
121, 
85.8% 
88.18(16.53) .84 .80, .88 2.93 2.074 .30 
Attachment 
Secure (5) 
139, 
98.6% 
15.02(3.24) .08 -.19, .30 3.00 1.14 .18 
Attachment 
Avoidant (5) 
135, 
95.7% 
16.84(3.32) .42 .25, .56 3.70 1.77 .61 
Attachment 
Resistant (4) 
138, 
97.9% 
11.00(3.51) .62 .51, .71 2.75 1.17 .32 
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Attachment 
Disorganized (4) 
134, 
95% 
13.08(3.71) .73 .65, .80 3.27 1.19 .21 
Insecure 
Attachment Sum 
(13) 
126, 
89% 
41.14(39.85) .54 .42, .65 3.17 2.18 4.18 
Parenting Measures (AAPI-2) 
Parenting Total 
(40) 
131, 
92.9% 
121(183.40) .84 .80, .88 3.03 2.4 .46 
Parenting 
Subscale A (7) 
141, 
100% 
18.27(2.65) .31 .12, .47 2.61 2.17 .81 
Parenting 
Subscale B (10) 
140, 
99.3% 
32.89(4.28) .64 .55, .72 3.29 2.18 .37 
Parenting 
Subscale C (11) 
139, 
98.6,% 
34.11(4.59) .58 .47, .68 3.10 1.45 .32 
Parenting 
Subscale D (7) 
137, 
97.2% 
20.28(3.65) .57 .45, .67 2.90 1.77 .48 
Parenting 
Subscale E (5) 
137, 
97.2% 
15.87(2.49) .44 .28, .58 3.17 1.15 .24 
Psychological Abuse Measure (PYS) 
Emotional Abuse 
(7) 
141, 
100% 
19.08(7.81) .93 .92, .95 2.73 1.34 .19 
Adult Trauma Measure (THQ) 
Adult Trauma 
Total (23) 
121, 
85.8% 
10.80(3.58) .64 .36, .83 .47 .70 .04 
Crime Related 
Subscale (4) 
141, 
100% 
1.21(1.27) .65 .55, .74 .30 .23 .01 
General Disaster 
Subscale (12) 
141, 
100% 
3.27(2.21) .59 .49, .69 .27 .56 .03 
Physical Sexual 
Subscale (6) 
131, 
92.9% 
3.26(1.80) .71 .62, .78 .35 .36 .02 
Childhood Trauma Measure (ACE) 
Childhood 
Traumatic Events 
(10) 
140, 
99.3% 
4.58(2.70) .75 .69, .81 4.58 .35 .02 
Notes: The unstandardized alpha coefficient was used given that the raw data were examined and not standardized. 
Acceptable reliability is ≥.70.  
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